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the usual cost. 
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this new Engeln Unit—the low initial 
and operating cost—the minimum space 
required and its remarkable penetration 
power and simplified control—are re- 
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these Units as complete office X-Ray 
Equipments, and we have found them 
enthusiastically accepted by Roentgen- 
ologists as auxiliary equipments for 
their Hospitals and private Laboratories, 

So many outstanding improvements 
are represented in the design of the 
SimpleX and DupleX Units that they 
merit your interest and examination 
whether or not you contemplate an im- 
mediate purchase—and, of course, the 
present price makes them unusually 
attractive. Have your secretary send for 
the new complete bulletin which de- 
scribes both Units and which also in- 
cludes an illustration of thenew all-metal 
Unit Darkroom. 
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SURGICAL TREATMENT OF EXOPH- 
THALMIC GOITRE* 
Joun S. Hevms, A.B., M.D., F.A.C.S., 
Tampa. 
The incidence of exophthalmic goitre as well 
the 
The importance of 


as adenomatous disease of thyroid gland 
seems to be on the increase. 
and the interest in the subject of their treatment 
has assumed an increasingly serious aspect. 

My interest in this subject began in 1911, since 
which time I have done approximately eight hun- 
dred operations upon the thyroid gland. My own 
experience in the practical application of the 
fundamental principles then known and _ since 
discovered by those interested in this field shall 
form the basis of this paper. In this discussion 
simple and toxic adenomata will be included. 

Whatever one’s attitude may be towards the 
future possibilities for the development of some 
other method of treatment of Graves’ disease. 
one is convinced in the face of preponderant evi- 
dence that, at the present time at least, surgical 
treatment is the more certain and safer cure. This 
attitude towards surgical treatment is not changed 
by any opinion one may have with respect to the 
undetermined question as to whether Graves’ dis- 
ease is a constitutional disease with major local 
activities in the thyroid and associated ductless 
glands, or whether it is primarily a disease of the 
thyroid gland with general constitutional mani- 
festations. 

Our concept of exophthalmic goitre, or Graves’ 
disease, may be clarified by stating a definition 
made by Bram, who regrets the use of the term 
exophthalmic goitre as a synonym for Graves’ 
disease. His definition follows: 

“Graves’ disease is a chronic, rarely acute, 
neuro-endocrine disfunction, characterized by an 
increased basal metabolism, loss of weight, 
tremor, emotionalism, persistent afebrile heart 
hurry, weakness, dermographia and usually (not 
constantly), by hyperplasia of the thyroid gland 
and by exophthalmos.” 

This definition may be safely used as a diag- 
nostic yardstick. Surgical treatment should be 
determined upon as soon as the diagnosis is es- 
tablished. 


*Read before the 56th Annual Meeting of the Florida 
Medical Association, St. Augustine, April 2, 3, 1929. 


DANGERS OF OPERATION 

There are certain factors connected with the 
operation which contribute to the operative risk. 
These factors have to do first, with technical 
errors, chief among which is injury to the recur- 
rent laryngeal nerves resulting in abductor 
paralysis of the vocal cords. Other dangers from 
technical errors may be listed as follows : hemor- 
rhage during or following operation; injury to 
the parathyroids and trachea. Lack of judgment 
in the proper selection and administration of an- 
esthetics is a potential danger. 

Second, the operative mortality may be greatly 
increased by acute postoperative hyperthyroid 
crisis. The third factor in postoperative mortal- 
ity may be due to debility as a result of acute 
unrecovered preoperative hyperthyroid crisis or 
continuous chronic hyperthyroidism with loss of 
weight, general weakness and visceral changes 
resulting particularly in myocardial weakness and 
lowering of the kidney function. A proportion 
of these cases may die of pneumonia. Embolism 
is a rare postoperative accident. 

The operative mortality in exophthalmic cases 
in the hands of the most experienced surgeons 
employing all the means known at present to 
make the operation safe, probably ranges from 
five-tenths to one per cent. The mortality in 
toxic adenomata cases runs higher as a rule. 
Conscientious regard for human life should deter 
the unexperienced from invading the field of 
goitre surgery, except in association with the ex- 
perienced. 

PREOPERATIVE PREPARATION 

Preoperative preparation should depend upon 
the kind of goitre and the condition of the patient 
to be operated upon. The nontoxic adenomata 
cases need no operative preparation, other than 
that used for any simple surgical procedure in 
any otherwise normal patient. 

The toxic adenomata cases present the most 
difficult problems of any type of goitre ‘cases. 
These problems are not as yet well understood, 
therefore are difficult to meet. The toxic adeno- 
mata cases are usually more chronic, in which 
beginning mild toxic conditions have persisted 
for a long time, gradually increasing in severity 
until myocardial and other changes have taken 
place to a dangerous degree. Kidney function 
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may be impaired. There are changes in the nerv- 
ous system. The preoperative preparation must 
take into consideration these changes. The gen- 
eral debility is often well marked. 

The exophthalmic cases should be carefully 
prepared and the successful outcome of the case, 
both insofar as the operative mortality is con- 
cerned and the final cure, may rest largely upon 
the proper preoperative preparation. Frequent 
metabolism rate studies should be made and 
recorded. 
metabolism rates should be most cautiously pre- 
pared. Since the introduction by Plummer in 
1922, of iodine as a means to reduce metabolic 


Cases persistently presenting high 


rate, lower the pulse and quiet the patient’s nerv- 
ous condition, the preparation of these cases for 
operation has been much simplified and the oper- 
ative mortality reduced to almost nil. 

Since the use of iodine has been practiced, pre- 
liminary ligations and stage operations have been 
almost ‘entirely discarded. The postoperative 
hyperthyroid crises have almost entirely disap- 
peared, or been reduced to mild types and a mini- 
mum. lodine should be given in large doses, as 
much as from thirty to sixty minims, or more, of 
Lugol’s solution daily until the metabolic and 
pulse rates have been reduced and nervous excit- 
ability allayed to a minimum. This should be 
done rapidly—within ten days to two weeks. The 
maximum effect.of iodine is probably reached in 
about this time. The patient should then be oper- 
ated upon. Iodine should be continued through 
the operation and from three to six days imme- 
diately following the operation. 

There is much difference of opinion as to the 
value of iodine in the toxic adenomata cases. My 
own experience leads me to believe that iodine is 
quite as valuable in the acute toxic states arising 
in the course of a quiescent adenoma as in the 
exophthalmic cases. In the chronic type of 
slowly developing toxic states in adenomata 
cases, in which there have occurred marked myo- 
cardial, kidney function and nervous system 
changes, iodine is of no value but may be harm- 
ful. The use of digitalis as a preoperative pre- 
paratory measure is not indicated in the exoph- 
thalmic type, or acute toxic adenomata types, but 
may be of value in sustaining a heart which has 
undergone myocardial changes in chronic toxic 
cases. 

THE PsycHOLocGIcCAL MANAGEMENT 
The psychological management of the indi- 


vidual is important. It is highly necessary for 


the patient to have absolute confidence in the 
surgeon. The surgeon should have a good work- 
ing knowledge of practical psychology. Psy- 
chologic control of the patient is absolutely essen- 
tial. Fear of the operation should be dissipated 
from the patient’s conscious mind. Frankness in 
dealing with the patient is necessary. I am con- 
vinced that the patient should be told, in an en- 
couraging manner, the essential details of the 
management of his case. This is calculated to 
dissipate fear and inspire confidence. 

In the highly toxic cases of both exophthalmic 
and the adenomatous types, with myocardial 
weakness and high metabolic and pulse rates, rest 
in bed for ten days to two weeks is of much 
importance. It is best, however, to allow the 
patient to be up and about several hours each 
day for three or four days immediately before 
the operation. This seems to increase their 
strength and restore a more normal bodily func- 
tion. 

THe ANESTHETIC 

There is good ‘reason based on experience for 
giving a small preoperative dose of morphine, 
say 1/6 grain with atropine 1/200 gr. The atro- 
pine may be omitted if the operation is to be 
done under local anesthesia alone. The morphine 
seems to allay fear and mental distress of the 
patient as well as to reduce the extreme hyper- 
sensitiveness of the highly toxic cases. Atropine 
is of special value to reduce the annoying secre- 
tion of mucus, which interferes with respiration 
by obstruction where general anesthesia is used. 
The preanesthetic narcotic should be given about 
forty-five minutes before operation begins. 

The choice of anesthetic is to be determined 
largely by the skill and experience of the operat- 
ing surgeon, the skill and experience of the avail- 
able anesthetist and the type of case to be oper- 
ated upon. In nontoxic adenomata cases, par- 
ticularly those in which a solitary tumor is found, 
local anesthesia is very satisfactory, and general 
anesthesia should only be resorted to for special 
reasons. In the toxic adenomata cases, as well 
as the hypersensitive, excitable exophthalmic 
cases, general anesthesia combined with local an- 
esthesia is the most satisfactory. The general 
anesthetic of choice is nitrous oxide with oxygen. 
In the hands of the experienced anesthetist, it is 
always safe. It has been my practice to give 
nitrous oxide with oxygen to the degree of pri- 
mary anesthesia, or the analgesia of Crile, reduc- 
ing the patient thereby to a state of mild subcon- 
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sciousness and supplementing this with novocain 
for abolishing pain. One-half of one per cent 
for the subcuticular tissues and one per cent for 
the skin is used. A small amount of adrenali: 
added does no harm and enhances the local effect 
of the novocain. 

THE OPERATION 

The operating personnel should consist of an- 
esthetist, two experienced assistants, two nurses 
—prepared as the surgeon and assistants, and a 
circulating nurse. The operating assistants, as 
well as the nurses, should be experienced in 
goitre surgery and prepared not only to assist 
efficiently under normal circumstances, but to 
meet any emergency that may arise. 

The position of the’ patient upon the operating 
table should be such as to expose the operative 
field to the best advantage without imposing a 
strain upon any part of the body. The dorsal 
position at an angle of about 30 to 45 degrees, 
with head lowered upon a rest so as to expose 
the anterior neck and with the feet firmly sup- 
ported by a foot rest, gives the patient an easy 
position and a proper exposure of the field of 
operation. 

The skin may be prepared as for any other 
aseptic surgical procedure. I prefer a prelim- 
inary cleansing with ether, to be followed by the 
application of a coat of equal parts of U. S. P. 
tr. iodine and purified benzine. This dries im- 
mediately. 

In general, where the case is one of hyperplas- 
tic goitre with hyperthyroidism and the surgeon 
contemplates a subtotal excision of the gland, 
the Kocher collar incision is made. In large 
adenomata of unusual location, other types of 
incision may be employed to fit the necessities of 
the given case. 

The collar incision should be made fairly low, 
so as to make it possible for the scar to be ob- 
scured by a string of beads in case of its being 
unsightly. The skin incision should be made 
with the scalpel applied at a right angle to the 
skin. The incision should be extended through 
the skin, superficial fat and the platysma muscle. 
A flap containing these structures should be 
turned upward and downward, exposing the un- 
derlving ribbon muscles, the anterior jugular and 
median veins. Care should be taken not to injure 
these vessels. 

A longitudinal separation of the ribbon muscles 
is now made in the midline, exposing the under- 
lving gland after having placed self-retaining 


retractors to hold the upper and lower flaps. The 
larger lobe is now shown and the upper pole is 
exposed by separation of the ribbon muscles 
from the lobe and lifting the gland upward with 
some form of short toothed or tenaculum forceps 
and retracting the muscles over the upper pole, 
exposing the vessels which are double clamped 
and cut between forceps. The lobe is then deliv- 
ered and dissection is begun along the outer bor- 
der of the posterior capsule, double clamping all 
vessels as they are approached. A small amount 
of gland tissue is left with the posterior capsule. 

















Fic. 1. The collar incision through the skin, super- 
ficial fat and the platysma muscle with dissection of the 
upper flap. 

This dissection, which should be free hand, is 
continued down to the lower pole which is lifted 
up and the inferior thyroid vessels grasped 
within the capsule and well away from the 
trachea, leaving a safe amount of gland tissue at 
the lower pole to insure against injury of the 
recurrent laryngeal nerve. The gland is now dis- 
sected up to the trachea, avoiding removal of th 
tracheal fascia, which is important in order to 
prevent injury to the trachea. 

If the opposite lobe is to be removed, the isth- 
mus or middle lobe is dissected from over the 
trachea and the same procedure as opposite car- 
ried out upon the remaining lobe. All vessels 
should be double clamped before being divided. 
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Care should be taken to avoid the parathyroid 
bodies as well as the internal jugular veins. 
Keeping within the posterior capsule will fairly 
weil insure against these accidents. 

















Fic. 2. Dissection of upper and lower flaps, completed. 
Flaps retracted with Sloan’s self-retaining spring goitre 
retractors, with separation of the ribbon muscles longi- 
tudinally in the midline almost completed, showing the 
underlying enlarged thyroid gland. 


After all clamped vessels are tied, the edges 
of the posterior capsule should be brought to- 
gether with fine catgut on each side. The ribbon 
muscles should then be sutured with continuous 
catgut sutures. If hemostasis is certain, the 
platysma is sutured with plain catgut, lock stitch, 
beginning at the patient’s right and when com- 
pleted returning from angle of wound at pa- 
tient’s left with same strand of suture, making 
an intradermal continuous stitch uniting skin 
edges back to starting point where the two ends 
of the suture are tied subcuticularly. 

‘The careful approximation of the platysma 
muscle removes tension from the skin suture and 
insures a scar that will be almost invisible if skin 
is approximated. I have found no advantage in 
dissecting up the skin flaps and dividing the 
platysma longitudinally with the ribbon muscles. 
This method has the disadvantage of making the 
exposure of the gland more difficult. 

The question of drainage is not an important 
one. I.do not drain at present, except in face of 
infection or potential infection, or other excep- 
tional circumstances. In my early experiences I 
drained most of the cases. The habit has grown 
less, until now I have ceased to drain. 

PosTOPERATIVE TREATMENT 

The avoidance of postoperative hyperthyroid 

crisis is controlled almost entirely by the use of 


iodine. Lugol’s solution is given in five per cent 
glucose solution by proctoclysis, about 4 cc. being 
added to each litre of glucose solution. This 
amount is given every four to six hours until 
patient is able to take iodine by mouth. 

The administration of copious quantities of 
fluids by proctoclysis, by hypodermoclysis and by 
mouth is an important part of the postoperative 
treatment to prevent dehydration and to supply 
food. Fruit juices, particularly orange juice, are 
especially beneficial. Hot tea or coffee with 
sugar is very valuable. 

The position in bed should be one of comfort. 
The semi-sitting posture seems the most favor- 
able. The bed should be angulated at the knees 
to promote comfort. 

Ice bags applied to the precordium quiets the 
heart and has a tendency to quiet restlessness and 
removes heat produced by rapid oxidation. Pa- 
tient should be lightly covered. The room should 
be well ventilated and more or less darkened and 
visitors excluded. Drugs to promote quiet and 
sleep are important. Morphine is essential when 
hyperthyroid crisis is imminent or present. The 
barbituric acid compounds are indicated to pro- 
duce sleep when hyperthyroid crisis is absent. 




















Fic. 3. Exposure of right lobe of enlarged thyroid 
gland with ribbon muscles retracted to right with small 
blunt bladed retractor, the upper pole completely mobi- 
lized and exposed and the superior thyroid vessels 
clamped and divided between clamps and beginning 
division of the thyroid capsule on a line about the junc- 
ture of its anterior two-thirds with the posterior third 
longitudinally, showing the vessel clamped along the 
line of capsule division. 


POSTOPERATIVE COMPLICATIONS 
Injury to the recurrent laryngeal nerves pro- 
ducing abductor paralysis of the vocal cords is 
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Fic. 4. Completed dissection of right lobe with most 
haemostats removed and small amount of the gland tis- 
sue clinging to the posterior capsule and a small portion 
of gland left with the lower pole. The right lobe now 
being rotated intact over the trachea, leaving the trache- 
al fascia intact with approach to left enlarged lobe for 
removal of right lobe and isthmus and left lobe en masse. 


the most potent danger to be considered. ‘These 
injuries may vary from slight trauma to com- 
plete severance of one or both nerves. The evi- 
dence of injury varies accordingly from slight 
hoarseness and dyspnea to complete aphonia and 
finally asphyxiation. It is probably true that 
most cases of so-called collapse of the trachea are 
really complete paralysis of the vocal cords pro- 
ducing asphyxia. Immediate tracheotomy meets 
the indication for saving the patient’s life. 

Injury to the trachea is to be carefully avoided 
by keeping in mind constantly as the operation 
proceeds its exact location. The tracheal fascia 
should be preserved ; this largely obviates trache- 
itis and possible bronchitis and pneumonia. 

Postoperative hemorrhage is avoided by care- 
ful hemostasis at the time of operation and 
should not be a serious postoperative complica- 
tion. Its occurrence should be immediately rec- 
ognized and the wound promptly reopened, clots 
removed and bleeding vessels secured. 

Injury to the parathyroid bodies or their com- 
plete removal may produce tetany which is easily 
recognized by tonic contractions of the muscles 
of the fingers and hands, finally, in severe cases, 
convulsions. This condition should be treated 
by administration of large doses of calcium lac- 
tate by the mouth, or calcium chloride solution 
intravenously or the hypodermatic administration 
of parathyroid extract (paraharmone), Collip. 

Embolism is of rare occurrence as a postoper- 


ative complication. Pneumonia may result in 


cases of general debility. Infection should not 
be a complication where aseptic technique is care- 
fully observed. 
PROGNOSIS 

Recurrences in the adenomata cases should be 
no more than two per cent. The recurrences in 
the exophthalmic cases vary from about 1.5% to 
about 16%. Recurrences are more frequent in 
the young subject and rarely occur after the age 
of 40 years. 
exophthalmic cases depends largely upon the 


The recovery prognosis in the 


amount of gland removed and the carrying out 
of a proper postoperative regimen. This post- 
operative regimen should be directed towards in- 
suring a diet of high caloric value and high vita- 
mine and calcium content. Freedom from nerv- 
ous excitations, mental strain, worry and anxi- 


rs) 

















Fic. 5. Operation completed with suture of continu- 
ous lock stitch catgut closure of the platysma with begin- 
ning intracuticular closure of skin with same suture with 
long, keen, curved hand needle. 
eties as well as avoidance of physical fatigue, 
contribute largely to complete recovery without 
recurrence. The judicious use of iodine and 
thyroid substance is sometimes indicated. 

CONCLUSIONS 

1. Surgical excision must be regarded as being 
the most safe and certain method of treatment of 
exophthalmic and adenomatous goitres,.for the 
present at least. 

2. Insurance of immediate safety in the oper- 
ation depends largely upon proper preoperative 
preparation. 

3. Iodine should be given in large doses in all 
exophthalmic cases with high metabolic and pulse 
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rates and nervous excitability and in all acute 
conditions of hyperthyroidism in toxic adeno- 
mata cases. 

4. Iodine is of doubtful value and probably 
harmful in chronic toxic adenomata cases with 
marked myocardial and kidney function changes. 
Digitalis in this type is probably valuable. 

5. The operation and its immediate manage- 
ment should be carried out with meticulous care 
as to technical details. 

6. Cure is dependent upon leaving only a small 
amount of the gland, together with a strict post- 
operative regimen including high caloric diet, 
freedom from nervous excitation and physical 
fatigue with the use of iodine or thyroid extract 
judiciously as indicated. 
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DISCUSSION 
Dr. John E. Boyd, Jacksonville: 

Dr. George Crile visualized the true status of 
the toxic thyroid in the following statement: 
“The patient with hyperthyroidism presents a 
general medical and surgical clinic, including all 
the specialities. The tissue pathologist and physi- 
ologist studies the histology of the thyroid gland ; 
the chemical pathologist studies the thyroxin con- 
tent of the gland or the chemistry of tetany; the 
biochemist identifies the chemical changes in the 


blood and the fluids of the body; the dermatol- 
ogist copes with the loss of hair and the main 
skin lesions, suchas furuncles, leukeplakia, rashes, 
etc.; the orthopedist observes the lesion of the 
joints and cartilages; the laryngologist observes 
the voice changes, and studies the infected tonsil 
relation to the disease; the cardiologist copes 
with myocardial changes and with fibrillation; 
the gynecologist and the obstetrician find men- 
strual disorders, senility, or they deal with the 
complication of pregnancy; the difficulties en- 
countered by the oculist include exophthalmes 
and functional eye disturbances; the gastro-en- 
terologist meets diarrhea and vomiting ; the den- 
tist searches for focal infection and finds the 
structure of the teeth altered; the psychiatrist 
finds every phase of psychic disturbance up to 
insanity ; the roentgenologist identifies the intra- 
thoracic goitres; the internist must differentiate 
hyperthyroidism from  psychoneurosis, from 
masked tuberculosis, from neurocirculatory as- 
thenia, from chronic fatigue, from endocarditis, 
etc., and finally the surgeon finds his judgment, 
his technical skill, and his hospital organization 
taxed to the utmost in the treatment of the dis- 
ease.” The longer I contact with these cases the 
more I appreciate this summing up by the greatest 
living authority on this subject. 

No routine preoperative treatment will yield 
satisfactory results in all cases. I am convinced 
that the understanding internist should be in con- 
trol of the treatment up to the time of operation. 
He should, however, have the surgeon in daily 
consultation and receive his advice and council 
with grave consideration. 

Marine believes that the one basic condition 
which is universally present in any type of goitre 
is a disturbance in the metabolism of iodine. If 
this be so then the various types of hyperthyroid- 
ism—the exophthalmic, the toxic adenoma, the 
are due to 





myocardial and the cardiovascular 
variations in the response of the various organs 
and tissues of the individual organism to the 
presence in the organism of an abnormal amount 
of the thyroxin—a specialized iodine compound. 
Also it has been shown that the state of hypothy- 


roidism is also a state of hyperadrenalism—for 





both adrenalin and iodine in themselves increase 
metabolism, increase blood pressure, increase the 
volume and rate of the pulse and respiration, pro- 
duce leukocytosis, increase sweating, and lower 
the myoneural threshold. Viewed from this 
standpoint the preoperative treatment is con- 
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cerned in the removal of every factor which may 
contribute to the adrenalism—iodism syndrome. 
Heart reserve, basal metabolism and blood pres- 
sure will require careful study over a period of 
time by the expert. I wish to condemn the 
growing tendency to intrust the running of a 
basal metabolism entirely to a technician. The 
metabolism machines are by no means fool-proof 
or perfect, but subject to various mishaps, which 
can only be avoided by the understanding physi- 
cian who has a general knowledge of the case 
under his care. 

The internist, the hospital personnel and the 
surgical team must be prepared to meet the indi- 
cations in each individual case, and not only that, 
but to meet the often swiftly changing indica- 
tions presented by each case. There are broad 
fundamental principles which govern the course 
of treatment, but there can be no rules as to 
when and how to apply them. As for the opera- 
tion itself, however, one rule stands—in doubt, 
wait. 

Dr. J. W. Snyder, Miami: 

It is often said that doctors cannot agree, but 
after hearing Dr. Helm’s paper nothing is left 
but full accord with the author’s presentation of 
the subject. 

Many men have contributed to the perfection 
of the operative technique of thyroidectomy, but 
to H. S. Plummer alone belongs the credit of 
devising a method for the control of the hyper- 
thyroid reactions. The use of iodine as first 
introduced by Plummer in 1922 has not only 
been a most effective means of preparing the 
patient for operation but has virtually eliminated 
the intense postoperative crises which frequently 
caused death within a short time after operation. 
As mentioned by Dr. Helms, preliminary liga- 
tions are now seldom necessary and the operative 
mortality in exophthalmic goitre has been very 
materially reduced. Iodine should, however, 
only be used as a preliminary to surgery, for the 
continued administration of the drug cannot be 
expected to cure the condition and the longer the 
duration of hyperthyroidism the more extensive 
are the visceral degenerative changes and the 
poorer the final outcome. 

The physical state of the patient and the extent 
of abatement of the symptoms of hyperthyroid- 


ism are important factors in deciding as to when 


a patient is ready for surgery. Basal metabolic 
rate determinations are extremely important in 
checking clinical findings and offer much infor- 
mation as to the risk involved. 

The risk of postoperative tetany I believe has 
been greatly exaggerated. I have only seen two 
such cases and both were readily controlled by 
calcium. 

The two major errors in technique are hemor- 
rhage and injury to the recurrent laryngeal 
nerves. Hemostasis must be exact and it is well 
to test this before the wound is closed by having 
the patient cough and strain. A more recent 
appreciation of anatomical relations has helped 
surgeons to avoid trauma to the recurrent laryn- 
geal nerves. It was commonly thought that the 
course of these nerves was just posterior to the 
capsule of the gland and for this reason the pos- 
terior capsule was preserved and the trachea and 
its fascia well bored. Now we know that the 
nerves pass mesial to the gland and that by leav- 
ing the postero-mesial portion of the gland and 
capsule and not boring the trachea, injury to the 
nerve is unlikely. Lastly I wish to compliment 


the author on a very excellent paper. 


Dr. John S. Helms, Tampa (closing) : 

I want to assure those who have discussed my 
paper of my high appreciation for their liberal 
discussions. 

I appreciate the position that Dr. Boyd as- 
sumed with respect to the subject insofar as care- 
ful study of the given case is concerned by a 
group capable of making the proper examinations 
and arriving at the proper conclusions. How- 
ever, in many cases there is not time to do all of 
the things that would seem ideal, because the 
patient’s life has to be saved from his hyperthy- 
roidism. 

With respect to the possible error in basal 
metabolism rate tests; the essayist went on the 
assumption that there would be no laxity in any 
work that was done by anybody in connection 
with the case before the operation was done. 

My paper included postoperative care, but did 
not have time to read all of the paper. Those 
who are interested in that particular phase of 
the subject will find that I have laid down a post- 
operative regimen to be followed up in order to 
assure the final cure of the patient after the oper- 


ation has saved the patient’s life. 
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SURGERY IN THE DIABETIC* 
A. M. C. Josson, M.D., F.A.C.S., 
Tampa. 

Formerly there were few diabetics because their 
span of life was short and limited by their two 
chief enemies, acidosis and undernutrition. Since 
these two factors have been eliminated, today 
there are many diabetics, and they live longer 
because insulin has set them free. Surely every 
third diabetic, and probably every other diabetic 
at some time in the course of his disease needs 
the surgeon and will seek his aid. 

Diabetics for many years have been looked 
upon as poor surgical risks, and have been 
approached with a certain amount of trepidation, 
although since the introduction of insulin by 
Banting and Best, with the cooperation of Dr. 
MacCleod, the mortality of the diabetic has been 
lowered so that at the present time, insofar as his 
diabetes is concerned, he is no poorer a risk than 
any nondiabetic with a similar trouble. 

Briefly, let us consider the major reasons why 
a diabetic is such a poor risk: 

Ist. Most cases are found in patients of forty 
years of age and above, in the majority of which 
arteriosclerotic, cardiac and renal affections are 
present. The further advanced in age, the more 
pathological changes we have in the heart, blood 
vessels and kidneys. 

2nd. They have a delayed healing which we 
know is due to an elevated blood sugar. 

3rd. Susceptible to infection, though this is 
questioned by some authorities. 

[et us first consider the outlook of the surgical 
diabetic of two decades ago. Philips, writing in 
The Lancet, May 10 and 17, 1902, says: 

“No operation save of the extremist urgency 
is to be performed if there is over one gram of 
ammonia excreted in the twenty-four hours until 
this has been reduced to the normal amount. An 
operation should be postponed if there be aceto- 
acetic acid in the urine, although the ammonia be 
not markedly increased. Much albumin in the 
urine is a bar to operation. 

“Tf serious disease of other organs, such as the 
liver, kidneys, etc., be present, an operation 
should be avoided. Rapid wasting in a stout 
diabetic not obviously dependent on the surgical 
lesion demanding treatment should be a reason 
for postponing an operation until the general 
condition is improved. 

“An operation should be performed: (First) 


*Read before the 56th Annual Meeting of the Florida 
Medical Association, St. Augustine, April 2, 3, 1929. 


for malignant disease, if apart from the diabetics, 
such would be urged. (Second) In the case of 
large abdominal tumors, especially in females. 
(Third) In diabetics in good health without ex- 
tensive arterial or nerve degeneration, cosmetic 
operations may be performed, especially in fe- 
males. (Fourth) An emergency operation is to 
be undertaken even in the most unfavorable cir- 
cumstances, but a guarded prognosis is to be 
given.” 

Contrast this to the present day situation at 
the Mayo Clinic where no diabetic is denied indi- 
cated surgery. When an operation is indicated 
in a diabetic, the urine should be rendered free 
of acetone and of all but traces of sugar by 
means of diet, and insulin, where no blood chem- 
istry is available, but entirely sugar free and a 
normal blood sugar when blood chemistry is 
available and time permits. Insulin therapy 
seems to be somewhat dangerous in patients with 
severe atherosclerosis on account of the varia- 
tions in blood pressure which it causes. 

When a surgical diabetic is not doing well, do 
not first blame the diabetes. The treatment of 
diabetes now rests upon so sure a scientific foun- 
dation that if the course of the patient is not 
favorable one must suspect a complication. Re- 
member that here you can and do have the com- 
plications of any other surgical patient. Have 
you some pus, or some latent condition manifest- 
ing itself at this time? Remember that diabetes 
is a good disease, but has bad companions and 
these have injured her reputation. Attack them, 
not her. 

In the beginning, the therapeutic application 
of insulin was associated with quite a number of 
untoward secondary effects. This was found 
not to be due to the harmone itself but to admix- 
tures of protein. 

The ratio or effect, according to V. Noorden, 
represents an individual equation, and varies ac- 
cording to the individual. It depends upon the 
age and complicating diseases and upon the vary- 
ing intakes of carbohydrates. (Minkowski, 
Strauss ). 

There is no doubt that the insulin therapy 
should be directed by the internist and that sur- 
gical complications should be treated in close 
cooperation of internist and surgeon (Schmiedon, 
Melchior). Nevertheless, the author believes 
that it is necessary for the surgeon to know how 
to handle the remedy, not only in coma and in 
the precomatose stage, but also in the preparatory 
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and postoperative treatment of surgical patients. 

It is becoming recognized that operations upon 
diabetics can be performed without undue risk, 
provided that glycosuria is in abeyance at the 
time of the operation, by the application of 
insulin. To do this practically it is almost essen- 
tial that you have a general knowledge of metab 
olism and its disturbances in diabetics. For this 
reason [ shall very briefly sketch this metabolism. 

Carbohydrates taken into the body are changed 
into grape sugar and stored in the liver as glyco- 
gen, which is again liberated into the blood stream 
as glucose to meet the bodily needs. 

In the absence or partial absence of the hor- 
mone, insulin, in the body, this glucose is not 
utilizable (oxidizable) and is excreted, un- 
changed by the kidneys (glycosuria). 

Again the protein and fats are only completely 
utilizable (oxidizable) in the presence of the 
oxidizing glucose so that there is an accumulation 
of the aminoacids (products of protein catabo- 
lism) and fatty acids (products of the fat catab- 
olism) to which the acidosis and coma are due. 

The regulation of the sugar economy has a 
medullary vegetative center which is assisted by 
the incretion of the suprarenal gland (adrenal- 
ine) and by the pancreatic hormone (insulin). 

Adrenaline fosters the delivery of sugar from 
the liver; insulin fosters its storage, but this 
maintenance of the glycogen supply in the liver 
and this construction of glycogen from glucose 
are not the only tasks of insulin. Insulin also 
regulates the entire complicated disintegration 
(intermediate lactacidogen, etc.) in the muscular 
cell. Evidently there are also intimate relations 


with the splitting of protein and fat, the details , 


of which are still utterly obscure (intermediate 
role of lactic acid with regard to the three food 
stuffs). Protein and fat can be transformed into 
sugar with an intermediate lactic acid stage. 

Now let us proceed to the preparation of the 
patient before operation, 

For this at least a week appears to be desirable, 
during which acidosis and hyperglycemia are 
removed and the patient is brought into nitro- 
genous equilibrium by appropriate diet, fluid in- 
take and insulin dosage, which naturally varies 
in each case. These I shall take up and consider 
individually. 

Dict —The dietetic preparation varies consid- 
erably, depending upon the amount of time avail- 
able before operation. If the surgical disease be 


one which is not urgent, any well-balanced diet 


may be selected which will vield about two-thirds 
of a gram of protein and about one gram of car- 
bohydrate per kilogram of body weight and a 
total of about thirty-five calories per kilogram 
per day. 

In arranging a balanced diabetic diet, several 
facts must be kept in mind. The end products 
of protein metabolism are aminoacids ; fifty-eight 
per cent of these going to make glucose. The 
end products of fat are fatty acids and glycerol ; 
thus, ten per cent of fat metabolized is available 
as glucose. All of the carbohydrates in the diet 
result in the production of glucose. 

It is rather essential that the patient be fed up 
to four or five hours before the time of opera- 
tion, as an aid to immediate postoperative treat- 
ment and surgical shock. If he is too sick to 
take solid food or is nauseated and unable to take 
an adequate quantity of milk, an endeavor should 
be made to give carbohydrate alone as gruels, 
fruit juices, or lemonade. Whatever the diet 
selected, if glycosuria persists, it should be abol- 
ished by giving insulin. 

Fluids—It is just as important to concern 
one’s self with the fluid requirements of the tis- 
sues as with the patient’s nutritional needs. 
Fluids must be forced before operation as well 
as afterward. Dehydration as a result of opera- 
tive procedures is common, and under these con- 
ditions acidosis is accentuated. Urge the patient 
to take as much fluid as possible before he is 
subjected to surgery. The nurse must see that 
six ounces of water, broth, or coffee, or milk, or 
orange juice are taken every hour. If unable to 
retain fluids by mouth, give them in other ways. 

Hypodermoclysis of normal saline solution is 
very satisfactory, although there is some ten- 
dency toward slough. Intravenous injection of 
large quantities of fluids should not be attempted 
because cardiac disturbance is frequent in elderly 
diabetics, unless given very slowly, as by the in- 
travenous drip of Matas. Intraperitoneal injec- 
tions are absorbed rapidly, but have their chief 
values in children. Rectal instillations of five per 
cent glucose solution, six ounces at a time, given 
slowly, will be found to be of great help in get- 
ting fluids into the tissues, either before, during 
or following operations. 

Insulin—When acidosis and hyperglycemia 
fail to respond favorably to dietary measures 
alone, insulin is required; used only as an aux- 
iliarv measure, not as an excuse for carelessness 
in diet. Given twenty-four or even twelve hours’ 


time in which to prepare for operation the patient 
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can be rendered almost or entirely sugar-free 
and his acidosis eliminated. 

Before giving a patient insulin a urinalysis and 
a blood chemistry should be made. It must be 
borne in mind, however, that the urinary sugar is 
not always an exact indication of the sugar con- 
tent of the blood. Not infrequently even severe 
diabetics may have no sugar in the urine, but 
still have a high blood sugar. This is probably 
due to a raised sugar threshold in damaged kid- 
neys. Especially when insulin is being used it 
is advisable to be guided by frequent blood sugar 
and carbon dioxid plasma content determinations, 
and the patient and those in attendance must be 
instructed in the signs, symptoms and treatment 
of hypoglycemic shock, which are nervousness, 
sweating, tremor, feeble pulse, delirium, coma 
and death. 

When an acute surgical condition presents it- 
self and time is an important factor, it is impos- 
sible to prepare the patient by a dietary proce- 
dure. The chief problem is to operate, and 
operate at once, leaving the diabetic condition to 
the internist. Sugar found in the urine before 
such an operation should not deter the surgeon 
from performing a careful and complete exam- 
ination, but should merely serve to urge him to 
expedite his surgical investigation and exert more 
than usual skill and dexterity. To prevent the 
development of acidosis, if this is not already 
present, or to prevent the onset of diabetic coma 
if acidosis does exist, is a problem for the in- 
ternist. 

The basic principle constantly to be observed is 
that clinical acidosis will not develop if sufficient 
glucose is being oxidized. To counteract a 
marked acidosis the intravenous use of insulin 
in twenty to forty unit doses is indicated. The 
intravenous administration of, say twenty cc. of 
fifty per cent glucose along with the insulin is a 
safe and probably advisable procedure, in that 
the levorotatory blood sugar is not, or much less, 
rapidly oxidized than the dextrorotatory glucose 
administered. 

We should not neglect to mention that it is 
just as essential, in operations en diabetics, to 
select an expert anesthetist as it is to secure th 
services of a competent surgeon. 

The immediate postoperative treatment must 
be paid special attention as the majority of in- 
terventions are followed by symptoms favoring 
the appearance of a ketone invasion. The period 
of fasting is unavoidable especially in abdominal 


operations, the operative dehydration through 


evaporation of liquid from the exposed peritoneal 
serosa, vomiting and the wound shock which 
yields only slowly, act in this direction. An 
abundant supply of liquid is of the highest im- 
portance. This is a universal experience. It is 
also wise to administer moderate amounts of car- 
bohydrates (40-60 gm.). 

As soon as it is possible, the fasting period 
necessitated by the operation must be concluded 
(soups, drinks of oatmeal—Umber and Rosen- 
berg—1milk, soft-boiled eggs, orange juice). 
Complete absence of sugar is not as important 
as low ketone values, and if ketones appear in 
the presence of low sugar values, their disap- 
pearance is brought about by increase of food 
sugar and insulin. During this entire period it 
is to be recommended to examine the urine quan- 
titatively for sugar. Determination of blood 
sugar at regular intervals, when possible. 

SECONDARY EFFECTS AND DANGERS 

In the secondary effects and dangers it is 
known that every surgical complication leads to 
acute aggravation of the disturbed metabolism ; 
therefore, it is not at all exceptional that a dia- 
betic under wise dietetic treatment suddenly falls 
into coma. Usually the coma gives premonitary 
symptoms for several days, such as: the intes- 
tines become lazy, the patient has no appetite and 
sleeps much. 

At times it is difficult to decide whether coma 
is due to diabetics or to some other unrelated 
condition. The presence of sugar in the urine 
is not sufficient evidence on which to make a 
diagnosis of diabetic coma. ‘This test must be 
supplemented by a sodium nitroprusside test for 
acetone bodies or a ferric chlorid test to deter- 
mine the presence of diacetic acid, and it is essen- 
tial to distinguish between true reaction and 
pseudo-reaction, due to certain drugs which the 
patient may have taken. Elevation of the blood 
sugar is always a precursor of diabetic coma. 

SUMMARY 

The importance of insulin lies in its rapid 
effect on the ketone poisoning in coma. Mild 
cases, according to experience, are to be influenced 
by diet alone. 

Insulin allows complete oxidation of the ketone 
bodies and enhances through this the vitality of 
the cells. A decisive influence on the surgical 
complication may be ascribed to it only in com- 
bination with the operation. Under the protec- 
tion of insulin, after a short preparatory treat- 
ment which usually lasts only a few hours, the 
operation may be performed without danger of 
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coma. In the further course, the issue depends 
upon the seriousness of the surgical complication 
in question. 

Insulin furthermore affords the possibility of 
performing radical operations on diabetics, for 
instance radical extirpations of tumors, whereas 
formerly palliative operations were made for 
fear of shock. Indications in diabetics nowadays 
no longer differ from those in patients with a 
normal metabolism. 

The surgeon should master the insulin treat: 
ment in coma without being forced to consult 
the internist, in order to be able to intervene 
rapidly if necessary, without losing time waiting 
for the assistance of the internist. In the pre- 
paratory treatment, and in the postoperative 
treatment the surgeon and internist should co- 
operate. The surgeon must insist upon having 
his word to say in the preparatory treatment, so 
that the favorable moment for the operation is 
not missed and the patient is not transferred in a 
condition in which surgery is impotent. 

The importance of the dietetic treatment has 
not in the least been lessened by insulin. Insulin 
and diet must complement each other. 

In nondiabetic acidosis, insulin is of practical 
importance in a number of cases of dehydration, 
etc., and in shock. In many of these cases it 
seems to play a life-saving role. 

The surgeon has every reason for regarding 
the discovery of insulin as his greatest aid in 
surgery of the diabetic. Insulin has meant even 
more in surgery of the diabetic than iodine has 
in thyroid surgery. 

A series of cases which would otherwise be 
lost, can be saved only through this preparation, 
and its use in selected cases seems to remove the 
risks altogether. These risks are, briefly, the 
liability to postoperative infection and the event 
of coma, and are mainly due to anesthesia and 
shock, both of which produce the hyperglyczmia, 
the control of which is the main aim of manage- 


ment. 
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DISCUSSION 
Dr. W. E. Burnett, St. Augustine: 

This subject is so large that it is rather diffi- 
cult to expand on it in the limited time. After 
the review of some of the accepted principles by 
Dr. Jobson, there are one or two little points I 
would like to call to your attention. The first 
is the mortality rate in diabetics coming to sur- 
gerv. In a large series at the Mayo clinic, of 
304 major cases there were 18 deaths, an average 
of about 6%, which is a little larger than in the 
nondiabetics of the same condition. Out of 366 
minor surgical cases there were only two deaths, 
tonsillectomy and amputation of toe. 

The other point is the subject of anesthesia: I 
think a local anesthetic is deemed ideal unless this 
prolongs procedure too greatly. In these cases 
the detrimental factors are greater than those 
gained by not using ether, which is probably the 
choice in a large per cent of cases. Gas is better 
than ether if complete relaxation can be obtained. 

Now, in this class of cases we have found that 
cooperation between the internist and the sur- 
geon is ideal. And in some clinics the policy has 
been adopted of placing all diabetic surgical cases 
on the medical service immediately before and 
immediately after operation. This seems to be 
the ideal solution when possible. 

Thank you. 
LOWER BACK PAIN IN MALE 
INDIVIDUALS* 

W. E. Wuittock, M.D., 
High Springs. 

Introduction—Backache is one of the com- 
monest complaints of mankind. Etiologically 
considered, it is one of the most difficult to deal 
with. The sufferer often wanders from physi- 
cian to physician, from urologist to syphilologist, 
from surgeon to orthopedist, from osteopath to 
chiropractor. Drugs of all descriptions, patent 
and legitimate, are taken; applications, opera- 
tions, manipulations are resorted to without avail. 
Like a good creditor, the backache stays with the 
patient sufferer. 





*Read before the Tenth Annual Meeting of the Florida 
Railway Surgeons’ Assn., St. Augustine, April 1, 1929. 
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It is true that a certain percentage of the af- 
flicted are cured or relieved by medical or sur- 
gical intervention; in other cases, the backache 
yields to the chiropractic touch or the magic in- 
fluence of science of some kind. Is it not true 
that in the field of industrial medicine no other 
problem has resulted in more discredit to the pro- 
fession than the failure in diagnosis and treat- 
ment of this condition ? 

The question of the back is very important, 
especially in relation to industrial accidents. 
Structural variations in roentgenograms of nor- 
mal spines make us very uncertain in our roent- 
genologic diagnosis. Pictures taken of patients 
who have no backache frequently show abnor- 
malities that could be ascribed as the cause of 
much back pain. 

The futility of trying to cover the field of 
etiology and symptomatology of lower back pain 
with any degree of fullness is obvious ; therefore, 
no attempt will be made to do so. 

It will be my purpose in the following 
discussion to call attention to some of the com- 
moner causes of back pain ; principally to mention 
and briefly discuss some of the causes frequently 
not considered and which, as a rule, do not enter 
the mind of the physician when laboring in his 
attempt to reach a diagnosis and place his finger 
on the etiological factor in a given case of lower 
back pain. 

Harold R. Conn, in discussing the etiology of 
this complaint, draws the following conclusic: 
First, trauma is blamed as an etiologic factor in 
a large percentage of cases of alleged traumatic 
hacks. Second, malingering is of uncommon 
occurrence. Third, osseous abnormalities of the 
lower portion of the back furnish a_ potential 
group. Fourth, sacroiliac relaxations are of in- 
frequent occurrence. Fifth, sacrolumbar are 
properly of two classes, extrinsic strains, trau- 
matic postural; few sprains; few osseous abnor- 
malities ; intrinsic arthritis fracture of the articu- 
lar processes between fifth lumbar vertebra and 
sacrum, spondylolisthesis strain or sprain of the 
inter intra-articular or the iliolumbar ligaments. 

Five.conditions which are quite frequently over- 
looked because they and their connection with 
pain in the back are insufficiently known or else 
the facts making the diagnosis are at times diffi- 
cult to establish: (1) Of the genitourinary na- 
ture (small concrements, chronic prostatitis, 
etc.). Wesson of San Francisco reports 4 cases 
of backache that are characteristic of some of the 


complications that follow non-venereal prostatitis 

and seminal vesiculitis. In this type of case a 

routine urine examination will prevent the pitfall. 

(2) Toxemias (focal infections). (3) Weak 

foot (flat foot). (4) Malformations (especially 

of the fifth lumbar vertebra). (5) Mvyalgia 

(muscular rheumatism, myositis, neuralgia or 

mvyogelsis ). 

Syphilitic Backache.—Classified as a symptom 
of syphilitic involvement of the spinal cord, lum- 
bar muscles and vertebrae. In the majority of 
cases, syphilitic backache, a symptom of syph- 
ilitis of the spinal cord, is meningeal in origin 
and due to irritation of the posterior sensory 
roots. ‘The symptom backache is a part of the 
meningeal syndrome. ‘The diagnosis is made 
chiefly by roentgen ray, evidence of syphilis else- 
where in the body ; the Wassermann test, and the 
therapeutic test. 

Spondylolisthesis as an Etiologic Factor.— 
This condition recognized as a forward subluxa- 
tion of the fifth, occasionally the fourth lumbar 
vertebra or the body alone of one of these ver- 
tebrae. 

All observers have agreed that trauma in some 
form is the direct cause of spondylolisthesis in 
most instances. Many cases can be definitely 
traced to a severe injury, some occupational 
strain, some to direct trauma and others to the 
effect.of constant heavy labor. 

Symptoms of Spondylolisthesis. — (Those of 
caudal injury not here considered ) : 

(1) Onset either gradual or sudden. 

(2) Chief complaint is “backache,” usually a 
dull, aching pain, fairly well localized in the 
region of the fifth lumbar vertebra. Re- 
lieved by abstaining from work for a few 
days, but recurs with work. Not influenced 
by small jars or missteps, but hard jolts 
cause mild exacerbation. 

(3) Weakness of back present as a rule. 

Myofascitis and Lower Back Pain.—Within 
the last few years the role of focal infection in 
the production of the symptom “backache” has 
been advocated by numerous writers and the part 
played by such focal infections appears to make 
itself more and more evident with the more ex- 
tensive study of such conditions. 

Myofascitis is a local manifestation of a toxic 
condition of the blood, evidenced by low grade 
inflammation or toxic involvement of the muscles 
and fasciz, the symptoms predominating at the 
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In 90% of 


cases of myofascitis the toxic absorption is pri- 


facial insertions of muscle to bone. 


marily from the colon; in the remaining 10%, 
from teeth, tonsils, sinuses, gallbladder, often 
with secondary toxicity of the colon. 

To distinguish between real and supposed trau- 
matic lesions of the lumbar spine is in many in- 
stances one of the most difficult problems which 
confront the orthopedic surgeon. Between the 
traumatic lesion, of which there are usually defi- 
nite diagnostic criteria, and the cases of neurosis 
malingering which, in industrial cases, may be 
designated as “compensitis,” there is a large 
group of backaches and pains attributed by the 
patient to some past injury, usually slight, but in 
which neither clinical nor X-ray examinations 
reveal any lesion of the spine or sacroiliac joint. 


It is in this type of case that the patient “shops 
around” from one orthopedist to another in an 
effort to discover the true origin of the symptoms. 
Continued failure to obtain relief may give rise 
to a certain degree of neurosis, vet the pains are 
not the fiction of the patient’s overwrought im- 
agination, aided by high-strung nerves, but are 
due to myofascitis. 

The local manifestations of subacute or chronic 
mvofascitis are usually orthopedic in nature, and 
are therefore rarely seen by medical men except 
in very acute cases. Perhaps this partially ac- 
counts for the fact that the “lazy colon” is so 
often overlooked, for the surgeon may be more 
prone to accept the patient’s statement that he is 
not constipated, than is the internist. It is found 
frequently that such assurance may be entirely 
contradicted by observations of the stool. As 
has already been indicated, symptoms of trau- 
matic lesions of the lumbosacral spine are often 
simulated. 

Fred H. Albee, New York, a pioneer in this 
field of investigation, routinely examines the 
stool of all cases of suspected myofascitis, or in 
those cases of lower back pain which have failed 
to respond under usual empiric diagnoses. He 
finds that in 90% of the cases that the normal 
gram-negative flora were reduced in number, in 
several cases, to as low as 30%, whereas the pro- 
portion of gram-positive flora was markedly in- 
creased. Histamine was variable in amount, but 
present in all cases where the gram-negative 
flora was reduced in amount. Histamine in large 
amount is regarded as a pathologic end-product 
and shows that intestinal disturbance has gone on 
to a point at which it may endanger any portion 
of the body from a toxic standpoint. Hashimoto 


of the Mayo Clinic has made a valuable study of 
the production of this chemical in the colon, and 
its effects on the systemic circulation. 

In many of Albee’s cases a considerable resi- 
due of cellulose or protein formic acid was noted, 
and the stool proved acid to all indicators. In- 
stead of B. coli predominating as it normally 
does, and thus checking the growth of pathogenic 
bacteria, a very small percentage of this organism 
was present. From the bacteriologic standpoint, 
Hiss and Zinsser have shown that the function 
of B. coli in the intestine is not inconsiderate, if 
only because of its possible antagonism to certain 
putrefactive bacteria. 

The slowing up of peristalsis may be a chronic 
condition due to sedentary habits, with a tend- 
ency to flatulence and distention or it may be that 
trauma or accident has suddenly imposed inac- 
tivity on an active person used to laborious work, 
and this inactivity has led to intestinal stasis, al- 
though the trauma did not directly involve the 
part to which pain is referred. 

It has long been known that absorption from 
an infected tooth may produce marked symptoms 
at various joints or fascial insertions, or both. 
Indeed, symptoms have been known to subside 
within forty-eight hours after the removal of 
such teeth. 

Yet, in a given case of oral infection, whether 
teeth, tonsil or sinus, it does not follow that this 
is the sole location of toxic absorption, for the 
swallowing of the discharge from the oral infec- 
tion may infect the lower bowel and this may 
have become the source of an extremely large 
percentage of toxic absorption by the time the 
original focus is removed. It must follow that 
in such cases the colon requires at least equal 
attention with the original primary source if the 
toxic absorption is to be really eradicated. At 
least stool examinations should be made to deter- 
mine this. 

If the possible areas of absorption in the body 
are considered, the colon certainly offers one of 
far greater extent 
The fact that the surface is not smooth 





approximately 500 square 
inches. 
but is filled with diverticula and haustre which, 
by harboring inspissated feces, court infection 
and toxic absorption, is also significant. 

At a recent meeting of the Cleveland Academy 
of Medicine, when this subject was up for dis- 
cussion, the general practitioners were practically 
unanimous that 85% of the joint pains and back- 
aches seen in general practice were due to infec- 
tious or toxic absorption from the lower bowels. 
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Symptoms and Diagnosis of Myofascitis. — 
The main diagnostic sign of myofascitis is pain 
at the bony insertions, elicited by tension on the 
involved muscle or fascia, brought about in ex- 
amination by limb posture. If it is a case of low 
back pain, in practically every case flexion of the 
hip, with extension of the knee, causes tension 
and resultant acute pain at the insertion of the 
fascie and muscles into bony structures in the 
region of the sacroiliac joint. In like manner, 
flexion of the spine with hips and loins in exten- 
sion produces the same sign. This Dr. Albee 
calls the “myofascitis sign.” The pain may ra- 
diate down the limb, and palpation locates it in 
the fasciz. 

By all means the most frequent location of 
pain is the lower back, where there are so many 
fascial insertions into bone. It may be vague or 
indefinite, and related to the spine, sacrum, or 
posterior wing of the ilium. Difficulty in com- 
pletely immobilizing the lumbar spine and pre- 
venting pull on the fascial insertions and muscles 
accounts for the very troublesome and persistent 
symptoms in this region. 

Histories, if carefully taken, frequently reveal 
other evidence of toxic absorption, such as re- 
mote or intermittent headaches, vague attacks of 
pain, a crick in the neck, previous nervous dys- 
pepsia, evidence of duodenal ulcers, or treatment 
for lumbago on one or several occasions. These 
attacks may have been associated with some 
slight exertion, and the pains have shifted from 
one region to another, depending on what was 
the exciting factor. 

In the examination of the patient it is essential 
to bear in mind three points: 

(1) That the old idea of the inherent stability 
and strength of the lower lumbar spine and pelvic 
girdle must be discarded and it must be regarded 
as a particularly unstable and complicated mech- 
anism with many and rather weak points. 

(2) That the anatomy of the lumbo-sacroiliac 
apparatus is by virtue of its connection and loca- 
tion especially liable to be secondarily affected by 
alterations of all structures surrounding and sup- 
porting it and supported by it, with the result 
of mechanical, inflammatory and _ productive 
changes. 

(3) That many cases are associated with neu- 
rasthenia and psychoasthenia, which are liable to 
exaggerate or misrepresent, local symptoms. 

Things We Should Note in the Examination 
of the Back: 


(1) Is the spine rigid locally or throughout? 
(Allowance must be made for the moderate rigid- 
ity of normal old age). 

(2) Is there any tenderness over the spinous 
processes ? 

(3) Is there any dullness on percussion of the 
bases of the lungs? (Renal abscess or neoplasm 
may push up the diaphragm and encroach upon 
the thoracic space). 

(4) Does the patient stand or walk with a list 
to one side? 

(5) Has he any fever? 

In the general examination of the patient it 
must not be overlooked that one must make a 
thorough search for all sources of focal infection, 
giving especial attention to the lower bowel and 
prostate. 

Treatment.—Here also I will be unable to go 
into any detail, but will only be able to touch on 
the high points. The treatment of lower back 
pain of course is the treatment of the causative 
factor and it is the correct determination of this 
factor which determines our line of treatment. 

Martyn stresses the early finding and removal 
of all foci of infection; for palliative treatment 
he makes use of the mercury quartz air-cooled 
ray. 

For the treatment of spondylolisthesis the fol- 
lowing methods are the most popular: (1) Sta- 
bilizing operation-laminectomy ; (2) plaster-of- 
paris jacket; (3) body cast, a Taylor brace, a 
corset, or a wide sacroiliac belt. 

Many of our cases of myositis or lumbago are 
very advantageously treated by baking and mas- 
sage, by the use of a support, or by complete 
rest in bed for the time being. 

All cases of backache where syphilitic stigmata 
are present should receive anti-luetic medication 
with occasional diagnostic tests until the patient 
is negative from both a laboratory and clinial 
standpoint. 

Treatment of myofascitis is directed primarily 
at the removal of the toxic absorption, particu- 
larly from the colon, and secondarily to the local 
manifestations. Such treatment has during the 
past five years yielded excellent results in a large 
series of cases which have been singularly resist- 
ent to a great variety of treatment elsewhere, 
directed primarily at the local manifestations. 

It has markedly diminished the duration of 
mechanical treatment for the local orthopedic 
manifestations, and, in some cases seen early, 
eliminated mechanical treatment entirely. 
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If a focus or infection other than the colon 
has been demonstrated, such as apical abscesses 
or diseased tonsils, the treatment is apparent and 
need not be here discussed. But for the remain- 
ing 90% of cases in which toxic absorption is 
from the colon, in the worst and most stubborn 
cases surgical eradication is certainly not to be 
advised lightly; and the treatment about to be 
described renders it in a large percentage of 
cases unnecessary. 

Colonic Treatment.—The colon is treated with 
medicated lavage, Bacillus coli implantations are 
made, and a low residue diet is prescribed which 
prevents carbohydrates from reaching the colon 
in undigested form, as their presence is known 
to favor toxic conditions. As Finker and von 
Wassermann believe that autointoxication is the 
result of bacterial activity on certain sugars, 
eliminating the offending sugar from the diet may 
be beneficial. Laboratory examination of the 
stool will reveal which sugar is the most active 
bacteriologically for a given patient, and this 
sugar should be eliminated from the diet. 

To forestall any possibility of residue protein 
reaching the colon undigested, or bringing with 
it partially digested carbohydrates and liberating 
them in the colon, proteins and meats are taken 
only in moderate quantities. The importance of 
thorough mastication is impressed on the patient. 
The work of Kellogg at Battle Creek Sanitarium 
has taught us much regarding the relation of diet 
and the action of the colon, and the influence of 
the colon on health. 

To help restore the alkaline balance of the 
colonic tract, 15 grs. each of magnesium oxide 
and calcium lactate are given in water after eat- 
ing, three times daily. Magnesia magma pow- 
ders are also given if necessary to relieve con- 
stipation. 

Colonic lavage is given daily for about ten 
days. The patient is then ready for colon bacil- 
lus implantations. Some patients will do well 
without them, and the implantations are there- 
fore not given as a routine ; but it has been found 
that in most cases their action contributes defi- 
nitely to the relief of symptoms. The cultures 
should be obtained fresh from the laboratory and 
used within four hours. 

The implantations are given as follows: with a 
No. 16 or 18 catheter, pushed in very gently as 
far as it will go, 120 cc. of the culture combined 
with an equal amount of dextrin (heated by plac- 
ing the bottle in hot water) are instilled through 


a small glass funnel attached to the catheter. 
Care should be taken that the buttocks are well 
elevated. Following this treatment, which is 
given daily for ten days, the patient is allowed to 
rest for fifteen or twenty minutes. 

This treatment has a sound physiologic basis, 
because it restores the normal intestinal flora 
(B. coli) whereas oral administration of B. 
acidophilus is purely symptomatic and unphysi- 
ological. 

In intractable cases in which joint symptoms 
persist even after implantation of colon bacilli, the 
patients are sent to the laboratory for the com- 
plement fixation test as to intestinal or focal in- 
fection, and vaccines are made accordingly. 
There are unusual cases in which the myofascitis 
is coincident with infectious arthritis. 

Local Mechanical Treatment.—This treatment, 
in the form of adhesive strappings, belts, corsets 
and braces, is applied when indicated, but the 
treatment just outlined alleviates local symptoms 
to such an extent that the need for local treat- 
ment is surprisingly eliminated or diminished 
and is entirely secondary. 

In most acute cases, in addition to the meas- 
ures outlined, rest and recumbency in bed with 
the application of local heat are efficacious. This 
of course should be associated with stimulation 
of eliminative processes, and the giving of such 
drugs as neocinchophen and acetylsalicylic acid. 
When the case becomes subacute enough to be 
ambulatory, strapping of the back in precisely the 
same way as most clinicians would strap for 
sacroiliac strain, namely, with a pad over the 
sacrum and tightly drawn adhesive straps placed 
three fourths of the way round pelvis, is bene- 
ficial as a palliative measure until the toxicity is 
cleared up. This strapping relieves the pull on 
the myofascial insertions until the toxic inflam- 
mation is overcome by the colonic treatment and 
removal of other foci, as already outlined. When 
the toxic element has been brought under con- 
trol, however, such strappings become necessary. 
The length of time required for these strappings, 
if at all, varies within wide limits in the individ- 
ual case. 

Dict—As has already been indicated, careful 
attention is given to the diet, eliminating what- 
ever sugar is found by examination of the feces 
to be particularly active bacteriologically for the 
patient, and restricting proteins and meats to 
moderate quantities, with attention to thorough 


mastication. 








Massage-—During the acute stage, massage 
should not be carrieid out as it may do more 
harm than good. In the chronic stage, however, 
massage is of the greatest service in that it un- 
doubtedly overcomes myofascial adhesions, stim- 
ulates local circulation, and is beneficial from 
every standpoint. 

In a few cases in which the muscles and fascize 
have become shortened, stretching under anes- 
thesia has been found to be very helpful. This 
consists of putting the patient in the dorsal posi- 
tion and flexing the hip with the knee extended. 
This treatment should be followed by massage 
with stretching. 

Fluids —KEvery means of stimulating elimina- 
tion should also be employed. Hence fluids 
should be taken in large quantities, and alkali 
water is very valuable. Daily hot baths with skin 
friction may be helpful. 

Medication.—In acute persistent cases, neocin- 
chophen in doses of 40 grs. a day should be given 
for periods of four or five days with an inter- 
mission of an equal number of days. It has been 
found to be very beneficial in supplementing the 
eradication of focal absorption. 

Results —Striking has been the relief of symp- 
toms when the colonic function has been returned 
to normal, in cases that have been resistant to 
mechanical treatment. Patients who have ad- 
hered to this regimen have been entirely relieved 
of symptoms that were in many instances chronic, 
and have discarded immobilization apparatus in 
cases in which this had previously been worn. 
The only recurrence has been in cases in which 
the colonic function was again allowed to become 
deranged, and these have usually again responded 
promptly to treatment. 

It has been found most advantageous to have 
the entire treatment carried out under the direc- 
tion of the orthopedic surgeon, as the colonic 
condition and the orthopedic manifestations are 
closely interrelated, and as the symptoms are 
orthopedic in nature. 

Dr. Albee states that he has found many cases 
of so-called sacroiliac strain to be in reality myo- 
fascitis and that he now believes that the former 
entity rarely exists. 

CONCLUSIONS. 

(1) The essentials for an etiologic diagnosis in 
cases of backache are system and thorough- 
ness in examination. 

(2) The search for remote causes and for those 
of focal character is of equal if not greater 


importance. 
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(3) Congenital anomalies of the lumbo-sacral 
region predispose to injury, with subsequent 
backache. 


Lumbago proper or lumbo-sacroiliac my- 


ms 


algia is often one of the most frequent and 
least recognized conditions. 

(5) The majority of the acute and many of the 
chronic backaches occur in young adults be- 
low the age of 45 vears and except for the 
case of pure myofascitis, are usually the re- 
sult of sprain of the lumbo-sacral ligaments ; 
although Dr. Albee does not agree with this 
statement, I believe it to be true and have 
found it true in many of my cases. 

(6) The strain generally occurs more frequently 
in males engaged in laborious work, athletics 
and others in awkward posture, namely, flex- 
ion, semiflexion and twisting of the torso, 
especially on impending muscular effort, as 
lifting and pushing. 


The lumbo-sacral joint is normally a most 


~ 
wy 


unstable joint and in studying its anatomy 
insufficient emphasis has been placed on the 
ligamentous “guy rope” and the relation of 
the bony structures to one another, whereas 
undeserved importance has been given to 
the bony abnormalities. 

(8) Stereo-roentgenograms in the antero-pos- 
terior position and lateral positions are es- 
sential in diagnosis of any case of obscure 
lower back pain. 


(9) A knowledge of the bony abnormalities of 


~— 


the lumbo-sacral region and an accurate 
knowledge of the normal anatomy of the 
spine is essential in the correct interpreta- 
tions of the roentgenograms of the area of 
the spinal column in question. 

(10) A routine roentgenologic examination of 
the lumbar spine of every industrial em- 
ployee in whose work there is liability of 
back injury would do much in the preven- 
tion of many of our injuries of the lower 
spine by having a knowledge beforehand of 
any abnormality which may exist and will 
also do much to decrease our compensation 
cases and aid in the prevention of unneces- 
sary entanglements in cases of alleged 
“back injuries’ when the pathology pre- 
sented may be only developmental abnor- 
mality, which, if we had a record of before 
hand, would greatly prevent such legal com 


plications. 
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(11) In every difficult case, the establishment of 
a diagnosis depends on close cooperation in 
the various diagnostic branches of medi- 


cine. 





THE USE OF INSULIN IN FATTENING 
LEAN INDIVIDUALS—REPORT OF 
THIRTEEN CASES* 

E. STERLING NicuHoi, M.D., 

Miami. 

Any factor in the treatment of lean, asthenic 
individuals which will improve their nutrition 
should have wide popularity, for failures with 
forced alimentation and rest are frequent even 
in experienced hands. 

About two years ago Falta,’ and later Bauer 
and Nyiri,? made the observation that insulin has 
a weight-increasing influence upon the under- 
nourished individual with an intact carbohydrate 
metabolism. Then Charvat* reported good re- 
sults in a few cases, followed by Moutier,4 who 
saw a definite gain in weight in nine out of twen- 
ty-three abnormally thin patients treated with 
insulin. Vogt? emphasized the use of insulin 
carbohydrate treatment in cases of status asthen- 
icus and visceroptosis. More recently Frank® 
has recommended insulin with abundant carbo- 
hydrates in many types of pathological emacia- 
tion, whether due to constitutional thinness, de- 
ficient diet or sickness, including thyrotoxicosis. 

During the past three months I have watched 
thirteen chronic underweight non-diabetic indi- 
viduals attempt to improve their nutrition with 
insulin and a heavy carbohydrate diet. They 
were selected ambulatory office patients, running 
from ten to thirty pounds underweight, with 
symptoms of chronic exhaustion indicated by 
weakness, fatigue, anorexia, headaches, more or 
less irritability, and some gastro-intestinal com- 
plaints. Objectively, they had some of the signs 
of habitus asthenicus, being typically of slender 
build, with long trunks and flat chests and ab- 
domens. In five cases gastroptosis or enterop- 
tosis was proven by X-ray, while nephroptosis 
was noted in four patients. The common foci 
of hidden infection were in most of these pa- 
tients fairly well eliminated as a possible cause 
of their weariness. They all had negative Was- 
serman reactions in the blood, and some grade of 
secondary anemia was proven in each case. <Ac- 


tive pulmonary tuberculosis was ruled out in each 





*Paper read before the Florida East Coast Medical 
Society, Palm Beach, Noy. 16, 1927. 
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case, for though this same treatment has been ad- 
vocated as an adjunct in non-febrile cases of tu- 
berculosis, it did not seem advisable to include 
any in this group. Most of them had had some 
degree of rest and forced high caloric feedings 
without much improvement before starting on 
this treatment. There were four men and nine 
women, and the ages varied from twenty-five to 
forty-five. 

The patient or a member of his household was 
instructed how to give the insulin and the neces- 
sity of including an abundance of carbohydrates 
in the diet was well emphasized. The procedure 
was to begin with five units twice daily before 
meals and increase gradually, in some cases up 
to forty daily units, though the average was about 
twenty-five units daily, in divided doses. 

RESULTS OF TREATMENT 

Three cases were unable to gain satisfactorily, 
and a fourth had to abandon the treatment be- 
cause her increased appetite upset her stomach, 
on which a gastro-enterostomy had been per- 
formed several years previously. 

Nine patients made rather rapid gain in weight, 
from five to sixteen pounds over a two to six- 
week period. The average gain was about nine 
pounds and the average duration of treatment 
was three weeks. Coincident with the gain was 
a definite objective improvement, marked chiefly 
by an increase in the tissue turgor of the face and 
body. The subjective improvement was marked 
in most cases, with much less fatigue, increased 
strength, marked improvement in _ appetite 
amounting at times to an astonishing degree, de- 
creased gastro-intestinal symptoms, and fewer 
headaches. Attention should be called to one 
case, a man of 45, who had been underweight 20 
pounds for one year and had recently recovered 
from food poisoning. He received twenty to 
forty units of insulin daily, and put on sixteen 
pounds in nineteen days, which was the most 
rapid gain of all. Part of his gain might be at- 
tributed to the non-specific roborant action of the 
post-infectious state which is sometimes so evi- 
dent. 

Two typical case records are cited as follows: 

Case 1—Mrs. J. S., aged 25, housewife. She 
stated her health was fine before her marriage 
five years previously, with weight of 138 pounds. 
She suffered a miscarriage three years ago, fol- 
lowed by an appendectomy and oophorectomy. 
Since then she has had wretched health, with fa- 
tigue, headaches, anorexia and inability to gain 
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back her strength and weight, which was 119 
pounds. The diagnosis was visceroptosis, mi- 
graine, malnutrition and secondary anemia. She 
feared she had tuberculosis, though X-rays were 
normal, and went to a sanitarium for five months, 
where she gained to 128 pounds and felt much 
improved. After taking up her household duties 
again she dropped back to 120 pounds and was 
again feeling as she did before she gained. On 
August tenth insulin was started, the dose being 
20 units daily the first week, and 25 units the 
next three weeks. She gained 13 pounds. In- 
sulin was then stopped, as she was feeling so 
good, and a month later she had gained three 
more pounds and was free from symptoms. 

Case 2—Mrs. E. P. D., aged 35, housewife. 
For ten years subsequent to poor obstetrical at- 
tention she had deplorable health, and complained 
of abdominal pains, anorexia, great fatigue, 
weakness and headaches. Her best weight was 
140 fifteen years previously, and her weight at 
first exaination was 108 pounds. The diagnosis 
of ureteral stricture with pyelitis was established 
by Drs. Holmes and Coplan. In addition, fluoros- 
copic examination of her gastro-intestinal tract 
showed a marked gastroptosis and enteroptosis. 
She had a marked secondary anemia. I attended 
her several months attempting to put on weight 
with usual measures. At the same time the urol- 
ogists were trying to relieve her of her ureteral 
stricture, but owing to her unusually severe re- 
actions following her dilatations we decided to 
try her on insulin and temporarily abandoned the 
urological maneuvers. She weighed 112 pounds 
when insulin was started, and gained five pounds 
the first two weeks, and another five pounds 
after four more weeks, reaching 122 pounds, 
which was her best weight in ten years’ time. She 
felt fine, was able to do her work, and had a zest 
for food. She was changed from a despondent 
to an aggressive state by her gain in weight. In- 
sulin was stopped then for a month, during which 
time she maintained the gain she had made, and 
though she is now suffering from her ureteral 
colic and is once more in the hands of my con- 
freres, I feel sure she has a much better chance 
of getting along, with her improved nutrition 
state. 

None of the thirteen cases suffered any ill ef- 
fects from taking insulin. Some of them ex- 
perienced mild hypoglycemic reactions at times, 
but these were readily controlled by the usual 


measures of eating candy or drinking orange 


juice. ‘Three cases stated they did not sleep 
soundly when taking insulin, but as this is prob- 
ably a manifestation of hypoglycemia this ten- 
dency may be obviated by a sweet drink at bed- 
time. I do not believe there is the danger of a 
severe hypoglycemic reaction in the non-diabetic, 
as sometimes happens in the diabetic patient, 
without the warning prodromes, for the non- 
diabetic has a normal sugar metabolism and also 
the glucose and insulin are not balanced so close- 
ly in the diet, so there is a wide margin of safety. 

Because of the occasional anaphylactic reac- 
tion reported from insulin, it is not advisable to 
try to fatten an individual with this substance 
if he has asthma or hay fever. In this connec- 
tion, mention should be made of one patient not 
included in this group, in whom insulin was tried 
but soon stopped, owing to a marked tremor on 
taking even five units with meals. She had some 
symptoms of chronic tetany, with a blood calcium 
below normal, and as her fasting blood sugar 
was within normal range, it seems logical to pre- 
sume that her tremor and nervousness may have 
been due to the influence of the insulin on the 
parathyroid mechanism rather than on the sugar 
metabolism. 

MECHANISM OF THE ACTION OF INSULIN 

The explanation of the weight increase in 
these non-diabetic patients is not clear. The 
mechanism of the action of insulin in the carbo- 
hydrate metabolism is far from being an open 
book, in spite of the great amount of investiga- 
tion being carried on.? The fact seems well sub- 
stantiated that insulin causes increased oxidation 
of the sugar, with the formation of glycogen, 
which accounts for the disappearance of glucose 
from the blood following the injection of insulin. 

Janny and Shapiro® state that since insulin and 
carbohydrate spares more protein in the meta- 
bolism than does carbohydrate alone, the indica- 
tion is that insulin aids in protein synthesis, and 
thus a logical basis for the use of insulin plus 
carbohydrate is afforded in the treatment of non- 
diabetic conditions. 

The increase in weight is thought by some au- 
thors to be due to an influence on the water econ 
omy of the body, for the cells are infiltrated by 
water after insulin is taken.? It has been noted 
repeatedly that insulin produces edema in som« 
diabetics, accounting for a false increase i 
weight. Rabinowitch’® recently discussed thi- 
problem, and stated his cases had normal kidne 
function, but when insulin was withdrawn h 
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noted a polyuria without glycosuria, with a de- 
crease in the false weight of the patients. 

This theory of increased water in the tissue 
colloids will not hold good in the non-diabetic of 
this type, however, for in this group of cases 
there was no loss of weight after the insulin was 
withdrawn, and several patients even continued 
to gain. The urine output was measured in Case 
11, the man who gained sixteen pounds, and he 
had no polyuria when insulin was discontinued, 
and lost no weight. 

The improvement in the  gastro-intestinal 
symptoms is due in the visceroptotic cases prob- 
ably to improved position of the viscera, and also 
to increased motility of the stomach, for it has 
been shown by Simici'! and others that insulin 
definitely increases the motility of the stomach. 

The existence of a state of chronic hypo- 
glycemia has been mentioned in the past few 
years, recently by Harris!* and Hoxie.’ The 
latter suggests a general depression of the meta- 
bolism as a cause of the hypoglycemia, with ex- 
haustion as the underlying cause. He noted 
marked improvement in the nervous and mental 
state of such cases, correlative with improved 
nutrition. Some of his cases are symptomatical- 
lv similar to the group under discussion. Un- 
fortunately, blood sugar determinations were 
made in only two cases, and they were normal. 
3asal metabolic rates were determined in three 
cases, and readings below normal were found. 
It seems likely that insulin may be of advantage 
in treating patients with chronic hypoglycemia, 
because of its roborant action, in spite of the ap- 
parent paradox in the suggestion. A more com- 
plete metabolic study is needed in this type of 
case, however, before deciding on the place of 
insulin in treatment. 

SUMMARY 

1. Insulin injections, together with high carbo- 
hydrate feeding were used in thirteen cases of 
chronic underweight individuals, with or without 
associated visceroptosis, suffering from chronic 
exhaustion. 

2. Nine cases made a satisfactory gain in 
weight, with a definite improvement in subjec- 
tive symptoms. 

3. No loss of weight was observed during the 
month following the withdrawal of the insulin 
treatment. 

4+. Insulin plus carbohydrate in abundance 
merit a recognized place in the treatment of pa- 
tients with habitus asthenicus. 
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GANGRENOUS VULVITIS OR NOMA 
PUDENDI 
H. E. Pactmer, M.D., 
Tallahassee. 

“Noma! is comparatively a rare disease, charac- 
terized by rapidly spreading gangrene, originat- 
ing in the mucous membrane near a mucocutan- 
eous orifice. 
originate in the nose, anus, vulva, prepuce, and 
mouth. When originating in the mouth it is 
called ‘stomatitis gangrenosa, or cancrum oris.’ 


The process has been known to 


“Etiology: The preponderance of modern 
opinion believes that the cause of noma is the 
same as that of ulcerative stomatitis, and Vin- 
cent’s angina; namely, the bacillus fusiformis 
with its associated spirillum (or spirocheta). The 
lesions always show a mixed infection, but the 
etiologic importance of the bacillus fusiformis 
and the associated spirillum is supported by nu- 
merous facts. The great majority of observers 
have regularly found these organisms in the 
lesions of noma. The gangrenous character of 
the lesion of noma bears a close histological re- 
semblance to that of both Vincent’s angina and 
ulcerative stomatitis, and the earliest lesions of 
noma are indistinguishable from those of Vin- 
cent’s angina. While other organisms are found 
in the gangrenous tissues of noma, many ob- 
servers have reported that only the bacillus fusi- 
formis and spirillum were found in the deeper 
tissues near the line of demarcation. Noma is 
particularly a disease of early life, and is most 
frequent in children under five.” 

Holt,? in his book on “Infancy and Childhood,” 
writes interestingly on Gangrenous Vulvitis 


(noma). “This is the same process as that seen 
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in the mouth and known as cancrum oris. It usu- 
ally follows one of the infectious diseases, most 
frequently measles, occurring in patients whose 
general vitality has been greatly reduced. 

“The condition may succeed a simple catarrh 

or a herpetic vaginitis. There is first noticed a 
tense, brawny induration, the skin being shiny 
and swollen over a circumscribed area. In the 
centre of this there soon appears, usually upon 
one of the labia majora, a dark circumscribed 
spot. Day by day the gangrenous area advances, 
preceded by the induration. It may involve the 
whole labium, extending even to the mons ve- 
neris and the perineum.” 
“These cases are generally fatal. If recovery 
takes place it is with considerable deformity of 
the parts in consequence of the extensive slough- 
ing and cicatrization. As sequellz there may be 
fistulae, stenosis, or atresia of the vagina. The 
prognosis is very bad. 

“The only radical treatment is early excision 
of the gangrenous part, and the application of the 
actual cautery or nitric acid.” 

Griffith,” in his book on diseases of infants and 
children, has this to say about this rare disease: 

“Gangrenous Vulvitis (noma pudendi)—By 
this title is designated a gangrenous condition 
analogous to the noma seen in the mouth. It oc- 
curs in cases of malnutrition, especially after 
some of the infectious diseases, chiefly measles, 
or erysipelas, or may follow apthous inflamma- 
tion of the labia. In a case reported by Rach, 
numerous spirochetes and fusiform bacilli were 
found. <A_ swollen, tense, indurated, shining, 
dark-red area appears upon one of the external 
labia. This soon becomes dark blue and then 
black in color, breaks down, and discharges an 
offensive gangrenous material. In severe cases 
the disease spreads with great rapidity, involv- 
ing more or less of the whole vulva and extend- 
ing to the vagina, perineum, mons veneris, or 
other neighboring parts. The constitutional 
symptoms are those of extreme prostration, with 
pain and fever, and death nearly always results. 
In the milder cases the gangrenous process is 
limited to a small area, the slough is cast off, and 
an ulcer remains which heals with more or less 
cicatricial deformity. 

“Treatment must be instituted early to be of 
any avail, and consists in prompt, thorough in- 


cision, followed by cauterization.” 


I had the good fortune to have a case that pre- 
sented all the sequellz referred to by the authors 
quoted above. 

A negro child, female, age 2 years, was brought 
to my office in the following condition: high 
fever, delirious, feeble pulse, very septic, moan- 
ing, and tossing her head from side to side, call- 
ing for water all the time. She was greatly pros- 
trated and death seemed imminent. 

Her mother said she had been ailing only a 
few days. No history of previous illness, nor of 
any vaginal discharge. The vagina was a putrid 
gangrenous mass, with an offensive discharge. 
The gangrene involved the entire genital tract 
from the perineum to the mons veneris. ‘This 
patient was brought from 18 miles in the country. 
I advised hospitalization, but her mother decided 


to take her back home. 


I gave them a bottle each of Dakkin’s solution 
for local use, and a heart tonic, and bade her 
good-bye, not expecting to see her alive again. 
Two days later they brought her back, present- 
ing the following condition: the gangrenous 
mass had sloughed off, leaving a clean granulat- 
ing, healthy-looking surface, very little fever, 
mind clear, heart action good. It had invaded the 
perineum down to the spincter ani muscle, 
labia, clitoris, and entire vaginal tract, including 
the fornix. In the vaginal vault was a tiny hole 
which I took to be the entrance to the uterus. I 
could not locate the urethral meatus, however ; 
she had no difficulty in voiding or defecating. 
When the mass was cast off it left a large granu- 
lating hole that could almost admit a hand. The 
sequellz will have to be attacked and remedied as 
best we can, as they arise. The most important 
will be providing for voiding the urine. Later 
on, should she live, it will be necessary to remove 
the uterus, as the vaginal tract will be closed by 
granulating and scar tissue. 

This little patient is being kindly cared for by 
the Hospital of the F. A. & M. College located 
at Tallahassee. 
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MEETING OF SOUTHERN MEDICAL 
ASSOCIATION 

Tentative arrangements for the Twenty-third 
Annual Meeting of the Southern Medical Asso- 
ciation, which is to be held in Miami November 
19th to 22nd, have been drawn up by a Commit- 
tee of the Dade County Medical Society which is 
to be the host to the convention. 

The convention will last four days and there 
will be numerous clinics by Miami physicians 
on November 19th and clinics by visiting physi- 
cians on November 20th. November 21st and 
22nd the sectional programs will be presented. 
The American Society of Tropical Medicine and 
the Southern Association of Anesthetists will 
meet jointly with the Southern Medical Associa- 
tion. 

Members of the Florida Medical Association 
are manifesting unusual interest in this meeting 
and it is hoped that our membership will attend 
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in large numbers. The Dade County Medical 
Society is undertaking its greatest medical meet- 
ing and the responsibility is not only theirs but 
of the entire membership of the State Asso- 


ciation. 





ANNUAL REGISTRATION 

A total of 1,430 Doctors of Medicine regis- 
tered with the State Board of Health and thus 
placed their names in a public, centralized record, 
which is now available, as provided for by the 
Legislature of 1927, through a bill endorsed by 
the Florida Medical Association, the State Board 
of Medical Examiners and the State Board of 
Health. Several editorials and comments have 
been published in the pages of this Journal rela- 
tive to the early history of the registration law. 
One of the first editorials will be found in the 
September, 1927, Journal of this Association. 
It might be worth your while to look up this 
Journal and read the editorial again. 

Positive conclusions as to the merits of the 
new law cannot be attained the first year. It is 
interesting, however, to note some of the infor- 
mation gleaned through the first year’s operation 
of the new law. 

It was discovered that quite a number of orig- 
inal licenses had been lost, stolen, burned, or not 
received and that the doctors had failed to have 
them recorded with the clerk of the circuit court. 
Thus, the individual doctor had no positive rec- 
ord of his license to practice medicine within the 
state. The new law was the means of bringing 
these matters to the attention of the practitioners 
affected. Duplicate licenses were established 
through surviving members of the old Boards, 
later licenses were established through the rec- 
ords of the present Board of Medical Examin- 
ers ; a few individual licenses were established by 
court procedure ; and finally, one was established 
during the last session of the Legislature. The 
placing on record of these missing or lost licenses 
may prove to be a very important matter at some 
future time to those affected. For example, a 
doctor who is called as an expert witness in a 
court case may be very much embarrassed if some 
shrewd attorney could bring out the fact that 
there was no record available of the doctor’s 
license. 

Many irregularities have been discovered as 
the first year’s activities in registration pro- 
gressed. One individual claimed to be engaged in 


the treatment of cancer. When officially apply- 
ing for his Certificate of Registration it was dis- 
covered that he had never been licensed to prac- 
tice medicine in Florida. Another man claimed 
to be a specialist in treating diseases “by gift.” 
He cannot understand why he is not permitted 
to register. Many interesting cases were re- 
vealed through the correspondence that would 
require too much space to mention here. 

Under date of March Ist of this year, a com- 
plete roster of doctors practicing medicine was 
published by the State Board of Health through 
the Bureau of Vital Statistics. This publication 
was mailed to every doctor in the state and gives 
authentic information as to the names and where- 
abouts of those authorized to practice under the 
laws of this state. Many doctors will find this 
publication a convenient, ready reference in 
looking up individuals as the names have been 
arranged in alphabetical order and also in order 
by towns. It will also be a convenient means of 
checking a new doctor who may take up practice 
in your town. If his name does not appear as 
having registered as required by law, there may 
be a reason. 

The publication just referred to we believe is 
the first of its kind in the state. It also contains 
the full text of the law, opinions from the Attor- 
ney General on interpretations and a few inter- 
esting tables giving the number of doctors prac- 
ticing in each county, their nativity, length of 
residence in Florida, as well as ages and race. 





STATE NEWS ITEMS 
The semi-annual meeting of the Florida East 

Coast Medical Association was held in Daytona 
Beach June 14th and 15th. The meeting was 
well attended and the papers were better by far 
than in the average medical program. ‘The social 
functions were a distinct feature of the conven- 
tion and all who attended came back with glow- 
ing accounts of the wonderful hospitality shown 
them. The following scientific program was 
presented : 

“Gastro-Intestinal Reflexes and their Clinical 
Application” (with motion pictures), P. B. 
Welch, M.D., Coral Gables. 

“Infection of the Hand” (motion pictures), H. 
D. Van Schaick, M.D., Jacksonville. 

“Blood Circulation” and “Fertilization of the 
Oyster” (motion pictures), Charles F. 
Herm, Director Pathological Laboratory, Hali- 
fax District Hospital, Daytona Beach. 
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“Pulmonary Suppuration,” Julian E. Gammon, 
M.D., Jacksonville. 

“Cardiac Risk in Surgery,” Herrman Hirsch 
Harris, M.D., Jacksonville. 

“Vaccine and Serum Therapy in Pediatrics,” 
Wm. W. Mckibben, M.D., Miami. 

“Surgery of the Gall Bladder and Ducts,” J. 
Knox Simpson, M.D., Jacksonville. 

“Case Reports on Spontaneous Gastric Rup- 
ture,” R. O. Lyell, M.D., Miami. 

“Value of External Version in Obstetrics,” Chas. 
J. Collins, M.D., Orlando. 

“Sarcoma of the Prostatic Area in an Infant of 
Four Months,’ Roy J. Holmes, M.D., and 
Milton M. Coplan, M.D., Miami. 

“Jaundice,” Stewart R. Roberts, M.D., Atlanta, 
Ga. 

“Nervous Complications of Measles,” Paul K. 
Jenkins, M.D., Miami Beach. 

“Chronic Nephrosis,”” Spencer A. Folsom, M.D., 
Orlando. 

“Defective Development of the Vagina” (lantern 
slides), Harold D. Van Schaick, M.D., Jack- 
sonville. 

“Chocolate Cysts of the Ovary,” Davis Forster, 
M.D., New Smyrna. 

“Surgical Notes on Urinary Tract in Infancy 
and Childhood,” Robert B. McIver, M.D., 
Jacksonville. 

“Gonorrheea in Women,” John E. Hall, M.D., 
Miami. 

Dr. Stewart Roberts of Atlanta was the guest 
of honor and delivered a splendid address. 

The election of officers resulted as follows: 

President, Roy J. Holmes, Miami; vice-pres- 
ident, J. Ralston Wells, Daytona Beach; Secre- 
tary, I. M. Hay, Melbourne. 

The next meeting of the Association is to be 
held in Melbourne either in the spring of 1930 
or the early summer, the date to be set later. Due 
to the meeting of the Southern Medical Associa- 
tion in November, the regular fall semi-annual 
meeting of the Florida East Coast Medical Asso- 
ciation is not to be held this year. 

ss 2 

Dr. G. H. Edwards of Orlando is spending 
some time visiting the clinics of Chicago and 
Cleveland. 

a 

Dr. Thomas B. Echard of St. Petersburg is 

spending the summer in Connellsville, Pa. | 
x ok x 


Dr. and Mrs. Robert D. Ferguson of Ocala 


announce the birth of a daughter, July 2. The 


little lady has been named Deborah Lockwood. 
x * x 

Dr. W. P. Adamson of Tampa attended the 
Fightieth Annual Session of the American Med- 
ical Association at Portland, Oregon, as a dele- 
gate from the Florida Medical Association. 

<2 

Dr. H. Foxworth Horne announces the re- 
moval of his office from the St. James Building 
to 325 W. Duval St., Jacksonville. 

e+ = 

Dr. L. H. Bartee of Lynn Haven and Miss 
Ada Montana of Panama City were recently 
married. 

* * * 

Dr. Rufus Thames of Milton recently visited 

Atlanta where he attended clinics. 
x * x 

Dr. Chas. B. Mabry of Jacksonville. who has 
been spending the past two months abroad, re- 
cently returned home. 

x * * 

Dr. T. D. Vasser of Lakeland was recently 
elected president of the Florida State Board of 
Medica! Examiners. Dr. S. E. Driskell of Jack- 
sonville was elected vice-president and Dr. W. 
M. Rowlett of Tampa was re-elected as secretary- 
treasurer. The other members on the Board are: 
Drs. N. A. Baltzell, Marianna: T. W. Hutson, 
Miami; James E. Crump, Winter Haven; John 
M. Mann, Lake Butler, and Eugene G. Peek of 
Ocala. The Board recently held an examination 
at the Seminole Hotel in Jacksonville. Thirty- 
eight applicants appeared before them. 

a 

The Seminole County Medical Society re- 
cently adopted resolutions to discontinue the 
custom of giving free medical examinations to 
school children and teachers. The following 
constitute the resolutions: 

“Resolved by the Seminole County Medical 
Association that the services of its members be 
not offered gratis to city and county for the ex- 
amination of school children and teachers, and 
submit the following reasons: 

“First—Any source to have any high origin of 
efficiency must have a reward and must carry a 
responsibility. 

“Second—The doctor’s time is wasted going 
through a formality, for if a child’s health is 
criticised it is rightly and properly referred to- 
the physician of their choice for treatment—and 








36 


this reference should be made by a competent 
county nurse. 

“Third—In reference to the examination of 
school teachers: We feel that the health of the 
school teacher is a matter of public safety and 
the expense should be borne by the public and 
not by the school teacher or the doctor. Believ- 
ing this to be true, we have been loath to make a 
charge for examination—consequently the, ex- 
amination has been formal and of little or no 
value for public safety. We would recommend 
that you employ some one physician to examine 
school teachers where it would fix a responsibil- 
ity as to the health of teachers and clothe him 
with the authority to accept or reject them. 

“We offer our services as a society to perform 
any charity service to individuals who are unable 
to pay, but do not feel that the health of the pub- 
lic school is our individual responsibility, and 
with this feeling we realize the service we would 
give would be only perfunctory and formal.” 

a 

Dr. J. A. Ward of Birmingham, Ala., was 

recently a visitor in Panama City. 
‘= > 

Graduating exercises of the Nurses’ Training 
School of the Riverside Hospital, Jacksonville, 
were recently held. The young ladies receiving 
diplomas were: Dorothy Collar, Dorothy Co- 
burn, Clarissa Fullerton, Elizabeth Krash, Emily 
Howell, Anna Jeannette Brown and Virginia 
Hudgins. 

ee *@ 

Dr. C. L. Jennings of Jacksonville announces 
the removal of his offices from the Professional 
Building to the Wade Building, 1022 Park St. 

oe = 4 

A Presidential warrant, signed by Herbert 
Hoover, for the return of Dr. A. H. Weathers 
of Jacksonville, to the federal penitentiary at 
Atlanta, to serve the remaining forty-two months 
of his six-year sentence for violation of the Har- 
rison narcotic act, was recently issued. Weathers 
was granted a conditional commutation of sen- 
tence by President. Coolidge after having served 
thirty months in the penitentiary. While at lib- 
erty he was arrested for a violation of the nar- 
cotic law and the alleged violation of his parole 
resulted in the signing of the presidential warrant. 

* * * 

Drs. F. W. Foxworthy, H. Frank Davis and 
Rothwell Lefholz announce the removal of their 
offices to 911 Huntington Building, Miami. 
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ORLANDO S. CLYATT 
Dr. Orlando S. Clyatt ended his own life at 
his home in Lakeland on June 4th. He had be- 
come despondent as a result of illness. He is 
survived by his wife; three sons, Marion, Pete, 
Orlando S., Jr.; and two daughters, Mrs. W. O. 
Hunt and Mrs. John J. Treadwell. 





2K * * 


Dr. W. H. Watters of Miami and Boston was 
recently elected president of the Massachusetts 
Medico-Legal Society. He has also recently been 
reappointed as a Professor of Preventive Medi- 
cine in the Boston University School of Medi- 
cine. 

* > * 

The Suwannee River Medical Society, com- 
prising the counties of Columbia, Hamilton, 
Madison and Suwannee, met Friday evening, 
June 14th, at Madison. The members in this 
district are enthusiastic as was indicated by the 
fact that eighteen doctors were present to par- 
ticipate in the fine repast served at the Sis Hop- 
kins’ Inn. Every county was represented and 
in addition, two members of the Taylor County 
Medical Society were in attendance. Dr. Gerry 
R. Holden of Jacksonville gave a talk on “The 
Use of Radium in Gynecology” which was very 
interesting and instructive. 

’ * ¢ 

Dr. Dallas Adams has recently moved from 

Eau Gallie to Titusville. 
** * 

The Pasco-Hernando-Citrus County Medical 
Society recently met with Dr. Geo. A. Dame at 
Inverness. Dinner was served at the Orange 
hotel, after which the scientific meeting was held 
in the parlor of the hotel. Dr. H. C. Dozier, 
president of the Florida Medical Association, 
was honor guest of the evening and spoke on 
“Classification of Work and Publicity.” The 
following scientific program was_ presented: 
“Diathermy and Electric Treatment,” E.. F. Car- 
ter, M.D., Tampa; “A Case of Fracture of Both 
Legs with Tetanus and Gangrene Infection,” H. 
C. Dozier, Ocala. Those present were: Drs. J. 
T. Bradshaw, Lake Jovita; T. F. Jackson, Dade 
City; T. J. Hudson, Crystal River; Geo. A. 
Dame and K. Cross, Inverness; and Dr. Geo. R. 
Creekmore of Brooksville. The following guests 
were present: Drs. H. C. Dozier, and J. N. 
Moore, Ocala; E. F. Carter and H. O. Snow of 
Tampa and Dr. A. O’Bannon of Homosassa. 
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M. Whitfield of 


Fraser 


Yr. Don S. 
Panama City are now associated in practice. 
* * * 


and Dr. J. 


Dr. A. L. Rowe announces the change of his 
address from Lake Worth to the Grady Hospital, 
Atlanta. *k *k x 

Ir. W. Cooper Myers of 
the removal of his offices from 2023% Seventh 
Schulte-United Building, 


Tampa announces 


Avenue to Room 302, 
305 Cass St. 
x * Ox 





DAVID GRANVILLE HUMPHREYS, JR. 

Dr. David Granville Humphreys, Jr., of Jack- 
sonville, died June 25th of angranulocytic angina. 
Dr. Humphreys was born in Fernandina, October 
25, 1899. He graduated from Washington and 
Lee University in 1922 and from Johns Hopkins 
Medical Department, in 1926. He 
American College 


University, 
was a Junior member of the 
of Surgeons, associate surgeon of the Riverside 
Hospital Staff, 
Duval County Hospital. 


and visiting pathologist at the 





* * * 

The following resolutions were recently adopt- 
ed by the Hillsboro County Medical Society: 

HWhereas, Almighty God in his divine wisdom 
has seen fit to take from our midst our beloved 
friend and confrere, Dr. Charles William Bart- 
lett. 

IWhereas, the medical profession in general 
and the Florida Medical and the 
Hillsborough County Medical Society in particu- 
lar, has lost in his death one of its most enthusi- 


Association, 


astic members. 

Whereas, the community at large and espe- 
cially the health department of the City of Tampa 
has lost a most faithful friend and constructive 
agent for the good of the health of the com- 
munity. 

Whereas, Dr. Bartlett’s family has lost a de- 
voted and loving husband and father. 

Be it resolved, that the Hillsborough County 
Medical Society express its grief and condo- 
lence to all those who have felt the loss of his 
loving kindness, service and devotion. 
that a copy of 


presence, 
Be it resolved furthermore, 
these resolutions be spread upon the minutes of 
the Hillsborough County Medical Society, a 
copy sent to the grieved family, the public press 
and the Florida Medical Association Journal. 
SHELTON STRINGER, M.D. 
Joun S. Hevms, M.D., 
N. L. SpencieEr, M.D. 











J. K. ATTWOOD, Pharmacist 


Corner Riverside Avenue and Forest Street, 
JACKSONVILLE, FLORIDA. 
BIOLOGICALS TEST SOLUTIONS 

STAINS (MICROSCOPIC) 
PRESCRIPTIONS 
Out-of-town Orders Shipped by Return Mail 























SITUATIONS WANTED 


Salaried Appointments for Class A phy- 
sicians in all branches of the Medical Pro- 
fession. Let us put you in touch with the 
best man for your opening. Our nation-wide 
connections enable us to give superior serv- 
ice. Aznoe’s National Physicians’ Exchange, 
30 North Michigan, Chicago. Established 
1896. Member The Chicago Association of 
Commerce. 
































Combined 
HERNIA, PTOSIS 
and SACRO-ILIAC 

Support for Men 


The Camp Patented Adjustment 
in back, as shown below, scien- 
tifically governs the firmness, and 
the pads are placed and fastened 
permanently at the correct places. 
Fitted leg straps anchor it to per- 
fect body position. Variable to 
any tightness or pressure as re- 
quired with maximum comfort. 
Sold by surgical houses and the 
better department stores. 


Write for our i cians’ Manual 
CAMP SUPPORTS 


S.H. Camp & ComMPANY 


Jackson, Michigan 
; 330 Fifth Avenue 
NEW YORK 
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EIDE DOTT src 2C-TD ACT'C Alach 
TUBERCULOSIS ABSTRACTS ; 
A REVIEW FOR PHYSICIANS Bay 
ISSUED MONTHLY BY THE NATIONAL TUBERCU- | ‘ ‘ — 
oe As a General Antiseptic ie 
LOSIS ASSOCIATION 
J. Burns Amberson, Jr., who contributes this ot LARS OF Brow 
number, is Physician-in-Chief of Loomis Sana- TINCTURE OF IODINE mn 
y t ‘ Colurm 
torium, established in 1896 by Dr. Alfred Lee piel 
Loomis and his friends. Dr. Loomis was Tru- T: Dade 
deau’s physician, and it was he who advised him MERCUROCHROME 220 SOLUBLE DeSo 
to go to the Adirondacks. Dr. Amberson’s Hig 
method of describing physical signs in pulmonary a <a 
tuberculosis is unique. Instead of listing the — 
many and sundry signs that may make their soe It negara wae 
: > : and it furni - << 
appearance during the course of the disease, he ; shes a de out 
- . ; , posit of the germicidal 

pictures for his readers the pathologic mechan- agent in the desired —— 
isms which account for the discoverable phe- field. Hillsb 
nomena ; he traces the development of the path- — -— 

5 ; Aadeaet ‘ . . path It does not burn, irri- Jackso 
ology from its early beginnings through its suc- tate or injure tissue in — 
cessive stages and shows how these changes any way. Lake 
affect the physical findings. ae 7 

Leon-G 
Libe 
. Wal 
Hynson, Westcott & Dunning Jeffe 
BALTIMORE, MD. om 
| — 
| Manat 
| Mario 
For all | Monrc 
Loomis Sanatorium, original farm house ailments | 
before remodeling. not Orang 
usually 
PHYSICAL SIGNS IN PULMONARY TUBERCULOSIS treated in | ' 
paatas ‘ : : ‘ general | Palm 
Skill in interpreting physical signs of tuber- hospitals. | rn 
é . : “ Se asco- 
culosis lesions in the lungs depends on an under- pf ge sal 
standing of the underlying pathological mechan- MENTAL, Citr 
ism. Examiners encounter many variations in and Pinell: 
oak i = ‘ . | AppICcT 
different cases. Some of these are not easily L ——— patients. | 
explainable, but most of them should convey THE MIAMI RETREAT | Polk 
© . ‘ - . 206 N. W. 17th Avenue Phone Miami 9320 
definite information if one is accustomed to con- MIAMI, FLORIDA ane 
struct in his mind a picture of pathological anat- Putnar 
omy as he moves his stethoscope over the chest. St. Jot 
‘Ty . . . . 
> ye « > are 2¢ a_ © > r ra yg 
Phe variations are best explained by tracing a “te 
S1¢ y > stages ¢ Ss developme anc bee-I 
lesion through the meagre »f its development and LET US GOLLEGT YOUR River 
advancement to necrosis on one hand, and $ 
. . araso 
through its gradual healing on the other. SLOW ACCOUNTS FOR YOU. ; 
Seminc 
THE EARLY STAGE 
Most patients falling sick with pulmonary Sumte! 

t ia t 7 § 2 ee I Te COMMISSIONS AS LOW AS 25%. NO OTHER CHARGES. : 
tuberculosis and presenting definite physical Endorsed by American Medical Association and State 5 
* : a : : . Societies. References: Bradstreets; Chamber of Com- on 
signs of its presence have a lesion occupying an merce; Commerce Trust Co. or publishers of this journal. 

Magt P a ‘ Satisfied clients everywhere. Tay] 
area at least one or two centimeters in diameter. SEND FOR LIST BLANKS aylor 
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SCHEDULE OF MEETINGS—COMPONENT SOCIETIES FLORIDA MEDICAL ASSOCIATION 39 
“COUNTY | alia | MEETINGS | Dues 
SOCIETY | esstnianin | Date | Time | Place Luncheon? | Pard. 
J. E. Maines, Jr..M.D., | ; : , ; 
Alachua ...... | Gelnessiiie. [2nd Tuesday 12:00 Noon |White House Yes. 94% 
| J. M. Whitfield, M.D., | 
Bay Prete ry  t | Panama City. | | 55% 
amg . K. Hi .D. : j on ? 
Brevard ...... | . a me Varies | | Varies | 71% 
: — — 
Ralph Li M.D. {Chamber of Com- | in 
Broward ..... | : a pcs eae ’ |2nd Tuesday 8:00 P.M. porno | No. 55% 
Columbia...... T. | ng lee list Monday. 7:30 P.M. Blanche Hotel 100% 
RE canneseel a inet Selly 8:30 P.M. |Miami City Club | Occasionally. | 67% 
DeSoto-Hardee-| M. A. Hubert, M.D., - ae Ne. = 
Highlands ...| Avon Park. 8:00 P.M. we ae 2 93% 
Kenneth A. Morris, M.D., |. é Chamber of Com- No. C 
<ssiinclladabdadata Jacksonville. Ist Tuesday 8:15 P.M. _merce Building _ orn 
; J. D. Bell, M.D., fia i ; Board of Health No. 71% 
Escambia ....- inetd ist Tuesday 8:00 P.M. Building 71 
, R. A. Barnett, M.D. ~ 
Hamilton ..... White Springs. 4 { —_ Roadie 
Hillsboro ..... Frank LF nang 1.D., gy 3rd Tues 8:00 P.M. |City Hall said 72% 
Jackson .....+- * ~ ee me, tad Tuesday 3:00 P.M. |Marianna No 53% 
Lake .....+++- ” > ame |Ist Thursday 12:30 P.M. | Eustis Yes 93% 
H. Quillian Jones, M.D., ieee ; Lee Memorial N 19, 
(OS eee Pe. Dévers. 3rd Friday 7 :30 P.M. | Hospital ENO. 82% 
Leon-Gadsden- eg ae , | 
as. hii a a Quarterly 3:00 P.M. Varies Yes. | 71% 
Jefferson ...... ‘ 
Madison ..... Geo. gH ang M.D., | | 100% 
j ‘ ‘Ist and 3rd Tues. | 
Manatee ...... J. a’ —— M.D. | Oct. to May; 2nd) 7:00 P.M. | Dixie Grande Hotel Yes. | 79% 
radenton. | Tues. May to Oct. 
MGTIOR . 2.05% Thos. _——— M:D.,  |3rd Thursday | 12:30 P.M. |Harrington Hotel Yes. 95% 
y y | } 
Monroe ......| WwW. ged om M.D., Ist Sunday 9:00 P.M \Varies Yes. 100% 
J > | | | 
Orange ....... j. R pot M.D., '3rd Wednesday | 8:30P.M. Varies No. | 81% 
Palm Beach ...| "Ge ee ae \2nd Monday | $:00 P.M. ‘Court House Yes. | 90% 
Pasco- , , . 
itenadin. Geo. mS aa, M.D., Jona Thursday | 7:00 P.M. |Varies Yes. | 100% 
eee a | | 
} | : 
Pinellas ...... | O. = oo” memati other Friday | 8:00 P.M. Bldg. & Light) No. 96% 
| Ps |2nd Wednesday in| 
See maa Fo M.D, | Feb., Apr., June,| 1:00P.M. |Lakeland Yes | 70% 
ee ‘ Aug., Oct. Dec. | 
Saco ....... E. W. Warren, M.D., j an |James Hotel, es. 75% 
utnam Delethe land Thursday | 7:00 P.M. Palatka Yes | 70 
St. Johns ...... W. = poco gape \3rd Tuesday | 8:30 P.M. |Varies Yes. | 100% 
St. Lucie-Okeecho- . | ‘ea 
F. Met , M.D., | : : 
Sarasota ..... cee. | 2nd Tuesday 8:30 P.M. |Varies | Occasionally. | 84% 
; 
Seminole ...... J. T. —— |2nd Friday 8:00 P.M. |City Hospital | 83% 
i | 
Sumter ....... W. E. jn wena M.D., 2nd Tuesday Varies No. 60% 
S$ W. C. White, M.D | 
omnis Live Oak. y 86% 
| 
eee R. J. — M.D., |Last Thursday 12:15 P.M. |Eldorado Cafe Yes. 100% 
Volusi . Ralston Wells, M.D., | 
_ ise cad J Daytona Beach. 2nd Tuesday 7:30 P.M. |Varies Yes. 90% 
Walton- ili | 
erlll us A. G. hp saa M.D., \3rd Thursday 8:00 P.M. |Varies Occasionally. | 100% 
Washington- W.C. Harper, MD, | | 
Holmes ..... | Chipley. | | 100% 





NOTE—Secretaries: Please submit information to complete the above schedule. 
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extensive lesions before they are aware of the SAFE SIMPLE 

presence of the disease, but for purposes of 9 

illustration the small lesion will be considered. INFANT FEEDING 

In its first stages, this lesion presents the ap- 

pearance of an intact tuberculous nodule or of ORLICK’S Malted Milk is safe and simple in 

If it is infant feeding. Its successful use for nearly 
half a century has demonstrated the following 

outstanding advantages: 


a small patch of tuberculous pneumonia. 
situated deep within the lung or at some poorly 


accessible poitt beneath heavy bony or muscular <a 
1 The readily assimilable state of 
its minerals promotes sound 


physical examination. But such instances are ene snl totth dines, 


structures, it may be impossible of detection by 





not common, and the great majority of lesions , 

“ll ' h — ; a ; 72 The light, flaky curds produced 
will declare themselves if the examiner is com- Seeman of the mailed acters Dy, 
petent and painstaking. On percussion, no defi- of its milk constituent aid 
nite abnormality may be made out, and the only digestion. err 
change in breath sounds may be a diminution in 3 The exact proportions of its 

malt sugars promote regular 
bowel action in the infant. 





intensity due to decreased aeration of the dis- 

eased part. Indeed, slight deviations from the 

A The exclusive Horlick process conserves the 
vitamin content of milk and malted grains 
unimpaired. 


For samples address—HORLICK, Racine, Wis. 


normal in the pulmonary resonance and in voice 
and breath sounds are so common in healthy per- 
sons that, atone, these changes are not of great 
diagnostic value. But the presence of rales in 


addition, or even alone, is of the highest signifi- 
THE ORIGINAL MALTED MILK 


cance. 
. ; ) 
In the early stage, the amount of moisture 


associated with the tuberculous deposit is not 

much ; consequently, the rales are fine, are con- 

fined to a small area, and sometimes one must || | 

listen sharply to make sure of them. Indeed, | ac: iso 

they may not be detectable unless auscultation is |} 

performed with the patient coughing and thus || (HART) 
See Description, Journal A. M. A. 


setting in motion the minimal secretion that gives | Volume XLVII, Page 1488 


rise to the rale (rattle). They persist and do not [, A scientific combination of Bismuth Subcarbonate 
. and Hydrate suspended in water. 














| 
‘ m4. cc ‘ 

clear away as the patient coughs. This finding || Each fluidrachm contains 2% grains of the combined 

. . ° " | salts in an extremely fine state of subdivision. 
warrants the presumption of pulmonary disease, | Medicinal Properties: Gastric Sedative, Antiseptic, Mild 
‘ | Astringent and Antacid. 
| Indications: In Gastro-Intestinal Diseases, Diarrhoea, 
| Dysentery, Cholera-Infantum, ete. Also suitable 
for external use in cases of ulcers, ete. 


E. J. HART & CO., Ltd., 


Manufacturing Chemists 


probably tuberculous, unless further investiga- 


tion explains the abnormality on some other 
basis. A properly exposed X-ray film should 














show the lesion and corroborate the diagnosis. _ || NEW ORLEANS 
At this stage, the sputum often is negative for 7 | 





tubercle bacilli because the tuberculous deposit 
has not yet ulcerated and discharged its germ- 


CIIITIIIEMIREA TET 







laden contents into a bronchus. 


WStCTS 


CASEIN -PALMNUT 


Dietetic Flour: 


Starch-free Diabetic Foods that are ap- 
petizing are easily made in the patient’s 
home from Listers Flour. It is self-rising. 
Ask for nearest depot or order direct. 


CASEATION AND NECROSIS 


Henenvenenerenerevesenenere 


As the lesion grows older and more active, it 
becomes more dense. Thus, the percussion 


changes become more obvious, and more decided 
alterations in voice and breath sounds may be 
detected. At the same time, the center of the 
mass goes on to caseation and liquefaction ne- 





LONER EE ONT TET EHFEREEITE 


crosis. This means more moisture through which 


seveserenennns 


the air currents must pass ; consequently, the rales LISTER BROS. Inc., 41 East 42nd St., NEW YORK 


(Continued on page 42) 
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PARKE, DAVIS & CO. 


MeN eN0NeNeNeN eM eh eft 
COT eee 


announce that they will shortly be ready to supply 


VIOSTEROL, P.D.& CO. 


(Irradiated Ergosterol) 


NHUNESEIVONSOSEN OO ESODUDEOEEOUD LEGO DEEDOUDNSFOEEDDENSEtHENEERERHEDFePEEETRETTaT ERT deeper veer 
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ee 





- (Licensed under the Steenbock patent administered by the 
a | Alumni Research Foundation of the University of Wisconsin) 
| | Viosterol, P. D. & Co., will be released for sale to 
i the drug trade on July 25,1929. Your druggist may 
not have it in stock on that date, but he can get it for 
a 


you on short notice. 


Viosterol, P. D. & Co., will be supplied in the form 
of a vegetable oil solution of irradiated ergosterol 
standardized to an antirachitic (vitamin D) potency 
of one hundred times that of high-grade cod-liver oil. 
It will be furnished in 5-cc. and 50-cc. packages. 
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Viosterol is the name adopted by the Council on 
Pharmacy and Chemistry of the American Medical 
Association to designate preparations of irradiated 
ergosterol. 
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Specify “P. D. & Co.” 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 
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NEW YORK KANSAS CITY CHICAGO ST. LOUIS BALTIMORE NEW ORLEANS MINNEAPOLIS SEATTLE 


In Canada: WALKERVILLE MONTREAL WINNIPEG 
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are definitely more numerous and more moist. 
The liquefied areas empty their contents into 
bronchi, leaving multiple, tiny, honeycombed 
cavities, and, therefore, the rales become mod- 
erately coarse and sometimes bubbling, as distin- 
guished from the fine crepitations of the earlier 
stage. About the periphery of the process, the 
rales may still be fine because necrosis may not 


have occurred there. 


EXCAVATION 

The small tuberculous deposit often excavates 
completely, leaving a hole one or two centimeters 
in diameter. The resulting cavity wall may be 
very thin, flaccid, and surrounded by almost nor- 
mal lung tissue. Because of this peculiarity of 
structure, it does not constitute a good resonating 
chamber and, therefore, does not give rise to the 
changes in percussion note and breath and voice 
sounds so characteristic of the cavity surrounded 
by consolidation or by a stiff, fibrous wall. Often 
this fresh thin-walled cavity produces rales of a 
suggestively bubbling or consonating quality. If 
one does not appreciate the significance of such 
rales, he will miss most cavities, because most of 
them do not produce the classical text-book signs. 
A few “cavities” are silent in that none of these 


signs can be elicited. 


HEALING 


Tuberculosis deposits may heal by resolution or 
fibrosis; usually by a combination of the two. 
Cavities sometimes become shrunken or even ob- 
literated by the contraction of surrounding con- 
nective tissue. Healing may thus advance to the 
point where the patient is entirely free of symp- 
toms ; if healing is so maintained, the disease will 
not relapse. Nevertheless, the patient usually 
bears definite scars permanently, and physical 
examination will reveal them. Permanent alter- 
ations in breath and voice sounds and in thoracic 
resonance depends on the extent, density and 
degree of contraction of the fibrosis. Most pa- 
tients who have had active tuberculosis and re- 
covered from it, never entirely lose their rales, 
even though they may remain perfectly well 
symptomatically. The rales are usually small 
and not very moist and may be detectable for 
years over the densest part of the old lesion. 


The first examination of a patient may reveal 
tuberculosis in some stage of quiescence and 
healing. Physical signs may be of uncertain 

(Continued on page 44) 
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relaxed sacro-iliac articulations, kidney condi- 
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WHEN A DIABETIC SAYS: 
“What can I eat 
that tastes good?” 
















One of the problems 
in diabetes is to keep 
the patient diet-happy! 
And Knox Sparkling Gel- 


atine can be of real service. 


As you will note in the recipe 
below, Knox Gelatine com- 
bines perfectly with the foods 
prescribed for the diabetic diet. It 
makes dishes that are appetizing and 
different to the eye and the taste. It 
supplies the diet variety that satisfies 
the patient’s appetite and it supplies the 
food-bulk that the patient’s hunger craves. 


People suffering from diabetes really enjoy 
gelatine dishes — and they can enjoy them if they 
have our diabetic recipes prepared by one of the 
country’s recognized dietitians. Remember, Knox 
Gelatine is free from sugar. 


KNOX <& tHe 
rvoal GELATINE 


Contains No Sugar 



















WINTER SALAD (Siz Servings) SPINACH SALAD (six Servings) 
‘ y Grams Prot. Fat Carb. Cal. Grams Prot. Fat Carb. Cal. 

2 teaspoons Knox Sparkling Gelatine 4.5 + Oe. ae = 114 tablespoons Knox Sparkling 
nen on a eh a eee ‘i Gelatine __.. 10 9 
1% cup hot water. om \4 cup cold water a 
\4 teaspoon salt ___... cove 14 cups boiling water a a ae “a 
Ycupvinegar—__....... a ‘i = a“ see 2 tablespoons lemon juice,,.................. 20 “a a 2 
14 cups grated cheese oo... cece ecennee ee see 1 teaspoon salt... RELI = i : ; 
4 cup chopped stuffed o GRRL 70 1 19 s sn 1% cups cooked spinach pped.. 360 6 7 
4 cup chopped celery ........ “a 1 ons - 2 hard cooked €gg9 ooo... ..ccccsssssve cssene 100 13° (10.5 
1, cup chopped pas reer. abe: 25 aia 1 
14 cup cream, whipped ......... 3s ¢ @ 8 Total 28 10.5 9 242.5 


Total 51 103 13 1183 Oneserving 5 2 1.5 40 
One serving 8.5 17 2 197 Soak gelatine in cold water and dissolve in boiling water. Add lemon 
juice, salt, strain and chill. When nearly set, stir in chopped spinach, 
mold and chill until firm. Serve on lettuce hearts or tender chicory 
leaves and garnish with hard cooked egg, cut lengthwise in sixths 
and sprinkled with paprika. Serve with mayonnaise. 


Soak gelatine in cold water. Bring water and salt to boil and dissolve 
gelatine in it. Add vinegar and set aside to chill. When nearly set, beat 
until frothy, fold in cheese, olives, celery, pepper and whip ed cream, 
Turn into molds and chill until firm. Unmold on lettuce leaf and serve. 














you agree that recipes like the ones on this page will be helpful in your diabetic practice, write for 
our complete Diabetic Recipe Book—it contains dozens of valuable recommendations. We shall be 
glad to mail you as many copies as you desire. Knox Gelatine Laboratories, 419 Knox Ave., Johns- 


town, N. Y. 
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value in determining the need for treatment, and 
in these cases additional evidence must be gath- 
ered from present symptomatology, sputum and 
X-ray examination and perhaps from a period 
of careful observation. 

Little has been said about the gross changes in 
physical signs, these being self-evident as a rule. 
The location of the abnormal findings has a diag- 
nostic bearing. Most often they are in the upper 
third of the chest. Apical rales have always been 
regarded of greatest significance, but often they 
are below the apex. In a considerable group of 
cases, the earliest sign is persistent fine rales in 
the upper third of the chest but below the level 
of the clavicle, and these should be taken just as 
seriously as apical rales. Tuberculosis at the base 
of the lung is not extremely rare, and adventi- 
tious basal signs should suggest this possibility 
when symptoms arouse suspicion. 




















EXPIRATION 














Diagram illustrating rales elicited by expiratory cough. 

Of all abnormal signs in pulmonary tubercu- 
losis,| the most important is rales. Yet they will 
be missed in most of the early cases unless the 
patient’s chest is stripped for examination and 
unless the examiner, while he auscultates the 
chest, instructs the patient to cough at the end of 
each expiration. 

In all instances in which the physical examina- 
tion reveals definitely abnormal signs in the 
lungs, an X-ray photograph should be made to 
substantiate the diagnosis. In patients with sug- 
gestive symptoms and negative physical signs, a 
radiograph should also be made, remembering 
that some early lesions can be discovered only in 
this way. Only in persons who are free of symp- 
toms suggestive of tuberculosis and whose chests 
are normal on careful physical examination is it 
reasonable to omit the radiograph. 


(This review secured by the Florida Public Health 
Association from the National Tuberculosis Association.) 
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FORMULA: 
Each Tablespoonful Contains 
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Oral or Gastric 
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Post -Operative, 
Pregnancy, Ma- 
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An Effective Antacid Mouth Wash 


Generous sample and literature on request 
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